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Many people have tuberculous infection and 
relatively few have clinical disease, Several 
factors other than the tubercle bacillus help to 
determine the results of infection and the fatal- 
ity of the disease. Had the tubercle bacillus 
caused continually the same ratio of fatal di- 
sease to infection that was existent a century 
ago, probably eight times as many deaths from 
this cause would now be occurring as actually 
are taking place. In 18351 the pulmonary tu- 
berculosis death rate for New York, Philadel- 
phia and Boston was about 420 per 100,000. 
Something has happened to about a 
marked reduction. Of course we immediately 
think of the discovery of the infectious nature 
of the disease (1865) and of the tubercle bacil- 
lus (1882) and the subsequent antituberculosis 
measures as leading the way to better prophy- 
laxis. Undoubtedly these factors have all had 
their influence. Even the part-time isolation of 
the patient with positive sputum has lessened 
his opportunity of infecting others. The recogni- 
tion of modes of transmission, the discovery of 


bring 


the disease in its earlier manifestations, the prac- 
tice of better health habits and of more efficient 
methods of treatment have all contributed to- 
ward gradual lessening of infection and the ab- 
solute and relative proportion of fatal cases. 
But before any of these factors were recognized 
as being effective, even before the discovery of 
the tubercle bacillus, the death rate for tubercu- 
losis had shown appreciable decline in 
regions, reflecting perhaps the activity of other 
factors than those already mentioned. Thus 
Pearson, quoted by Pearl?, showed that the tu- 


some 


berculosis death rate in England fell before the 
general death rate during the years 1847 to 
1866. 
sanitation. 


This was before the period of better 
From 1866 to 1891, 
period of greater sanitation, the 


during the 
tuberculosis 
mortality rate fell more markedly than the gen- 
eral death rate. From 1891 to 1910, during 
which period the knowledge regarding etiology 
and methods of dissemination were applied and 
sanatoria were established and other antituber- 
culosis measures were taught and were being ap- 
plied, the fall in the death rate from tubercu- 
losis was retarded. This happened in other 
countries, too. The mortality rate which was 
falling at a steady rate in older countries ceased 
to fall at the same rate almost at once follow- 
ing the discovery of the tubercle bacillus. 


HEREDITY 

Some have thought that hereditary factors 
were at play but with the great proportion of 
the population infected and the high ratio of 
clinical disease and death, the relation of hered- 
ity to the disease could not be accurately studied. 
The idea of hereditary factors having any in- 
fluence on the mortality rate was gradually 
forced into the background and vigorously de- 
nied by some, even as it is today. But there 
has been an awakened interest in recent years. 
An examination into the probable relation of 
heredity to tuberculosis may prove interesting 
if not conclusive. 


Macklin® says that the entire developmental 
potentiality of the individual depends upon the 
chemical and physical structure of the chromo- 
somes. These are packets of genes arranged 
more or less like beads The 
same genes occur in chromosomes of the same 
species. 


upon a string. 


Linked genes are those occurring in 
the same chromosomes ; they are transferred in- 
to the mature germ cell in a group and in one 
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There are 48 chromosomes in the 
human. The sex chromosomes of the female are 


chromosome. 


alike; one of those of the male is like those of 
the female, the other is shorter and differs in 
other respects. The male sperm determines the 
sex. When two similar chromosomes comb:ne 
the sex is female; when unlike chromosomes 
unite the sex is male. Sex chromosomes must 
carry other characters since there are only 48 
chromosomes for all characters, but these are 
almost entirely recessive. It is probable that 
they carry dominant abnormal factors. 

Upon union the male cell loses its cytoplasm 
The nucleus and 


cytoplasm undergo change which ultimately re- 


and the female cell retains it. 


sults in division of the two nuclear chromatins 
ito two equal parts. This division is quantita- 
tive and qualitative. Only one of the united 
pair of chromosomes enters the maturing germ 
cell. In this separation of the groups of chromo- 
somes lies the secret of genetics. Combnations 
and recombinations can occur and for this rea- 
son traits are not alike in all progeny. 
Macklin reports the observations of Diehl and 
Verschuer upon 127 pairs of twins, regarding 
inheritance in tuberculosis; 45 identical and 82 
fraternal. Seven pairs of twins had common 
exposure to tuberculosis but only one of each 
pair developed the disease. Six of the seven 
pairs were fraternal. Thus fraternal twins with 


differing heredity but similar environment 
formed 86 per cent of the group, although only 
65 per cent of the entire series was fraternal. 
This is expected when heredity plays a part. 
Twelve pairs were exposed to healthful and 
identical environment. Five of these pairs had 
only one member affected and all of these were 
fraternal. 
fected. 


Seven pairs had both members af- 
Five of these, or 71 per cent, were 
identical and two pairs, or 29 per cent, fraternal. 
With identical environment and differing re- 
sponse fraternal twins made up the entire series. 
With identical response identical twins formed 
twice as large a group as they should on the 
basis of expectation. 

Both members were affected in 25 per cent 
of the fraternal and 70 per cent of the identical 
twins, and agreement as to location and course 
of the disease was twice as frequent in identi- 
But in 


cal twins as disagreement. fraternal 
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twins disagreement was 14 times as common as 
agreement. 

An interesting example of familial susceptibil- 
ity is mentioned by Machlin: Family A had five 
children and they lived next door to family B 
five children. 
gether constantly and in the 


with The children played to- 

house of B as 
They drank the 
Family B had three die 
of tuberculosis and one of diphtheria. Several 
had typhoid fever; all had the childhood infec- 
tions. Family A had no tuberculosis, no typhoid 


much as in the house of A. 
same water and milk. 


and only one case each of mild measles and 


mild scarlet fever. 

From the study of the twins it would seem 
likely that heredity did play a part in the oc- 
currence and course of tuberculosis. Others in 
commenting upon these studies have vigorously 
denied any possible connection (Redecker et al). 

It is unfortunate that the opportunity for the 
study of identical and fraternal twins is neces- 
sarily so much limited. However, the question 
may be approached from another 
study of family groups. 


angle, the 
Thus Raymond Pearl* 
studied the occurrence of tuberculosis in groups 
arranged according to the presence of tubercu- 
losis in the ancestries. He came to the follow- 
ing conclusions: (1) The proportion of tubercu- 
lous offspring increases with the amount of 
tuberculous ancestry; (2) the influence of one 
tuberculous parent is only slightly in excess of 
tuberculosis in the grandparental generation; 
(3) the influence of a second tuberculous par- 
ent just doubles that of the first; (4) the pro- 
portion of tuberculous offspring, although re- 
lated to, does not vary numerically with the 
amount of close contact; (5) the proportion of 
non-tuberculous offspring in close contact par- 
entally is high. Pearl, quoted by Struthers’, 
says that 7 per cent of blood relatives within all 
generations studied were tuberculous, whereas 
only 1.2 per cent of the blood relatives of a non- 


tuberculous person were tuberculous. 
FAMILY HISTORY 

Turner® concluded that the incidence of tu- 
berculosis was greater at all ages when the 
source of contact had itself contact with a sput- 
um positive case and that the death rate was 
greater between the ages zero to five and 15 to 
35 years under the same conditions than when 
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the immediate source of contact had no contact 
with a sputum positive case. This was thought 
tu suggest an inheritance factor, susceptibility or 
metabolic variation. Another interesting obser- 
vation was that the incidence rate of tubercu- 
losis was greater for all ages except five to 15 
years in households of more than six and great- 
er for ages five to 15 years in households of 
less than six. When the tuberculous patient 
shared his bed with another, the incidence rate 
was twice as great as in the non-bed sharers for 
ages 15 to 35 years. Here the famliy stock was 
the same. But over 35 years of age, when hus- 
hand or wife as bed sharer was of different 
family stock, this increased incidence rate did 
not hold true. (Conjugal incidence rate 10 per 
cent. ) 


Pearl? calls attention to the early low mortal- 
ity rate from tuberculosis among pioneers. They 
were usually of healthy stock. Later, as the 
country was settled, less virile stocks arrived, 
the death rate rose, reached a peak and then sub- 
sided. This was illustrated in the settlement of 
British Columbia and Saskatchewan, when com- 
pared to older Ontario. In this respect Long‘ 
writes of the studies of Ferguson on the In- 
dians of the Canadian Plains. About the year 
1880 these Indians were transferred to reserva- 
tions. Soon after this tuberculosis appeared 
and reached epidemic proportions in 1884. In 
the Q’Appelle Valley it reached 9,000 per 100,- 
000. Within less than a decade a great drop 
in the rate occurred followed by a slower drop. 
Survival occurred in those resistant to the white 
man’s diseases in general. 

Drolet,S in 1924, published an analysis of 
7,500 histories of tuberculous and non-tubercu- 


er 


us patients and found that there was a greater 
tendency to recovery when the patient was de- 
scended from tuberculous parents (26 per cent 
versus 12 per cent). Fewer from tuberculous 
parents contracted the disease (34 per cent 
versus 59 per cent). He thinks that the almost 
universal decline of tuberculosis has been in a 
measure due to an increasing immunity acquired 
by hereditary evolution. 
FACTORS IN HEREDITY 

Stocks® writes that most opponents of hered- 
ity agree to the following factors in connection 
with the development of tuberculosis: First, 


that individuals vary in their resistance to the 
disease; second, that when resistance is very 
great the individual remains unscathed, when 
the resistance is moderate the individual remains 
unscathed to moderate doses of tubercle bacilli 
and may develop slight lesions of a non-clinical 
nature upon infection with larger doses. Those 
with slight resistance develop a chronic form of 
disease and those with poor resistance rapidly 
succumb. In the third place, most will agree 
that each individual is born with the capacity 
to resist which may within limits be enhanced or 
diminished by the subsequent state of health. 
The capacity for resistance with which any in- 
dividual is endowed being hereditary or not is 
the point of doubt. Stocks examined the family 
records of some 4,000 tuberculous persons in 
Belfast and found that the fathers and mothers 
of tuberculous patients were subject to a higher 
rate of tuberculosis than the general population 
of parents. The children of tuberculous parents 
were subject to higher rates than the general 
population of children. This excessive rate in 
children was much more pronounced. when both 
parents were tuberculous and when the mother 
was affected. 

The facts, Stocks says, could be explained by 
infection alone but it can be shown that whereas 
ii the latter case the contingency coefficients 
between pairs of children would be independent 
of the condition of their parents or antecedents, 
this would not be the case if susceptibility to 
ir.fection be inherited as a quantitative factor. 
Dividing the families into groups according to 
whether or not tuberculosis was present in the 
parents or antecedents, it was found that the 
contingency and correlation coefficients for 
pairs of children increase with increasing tu- 
berculosis in the antecedents. This result is to 
be expected on the theory of inheritance but is 
not explainable if susceptibility is independent 
of the antecedents. 

Hill,”° from epidemiologic studies, believes 
that the first meeting with tubercle bacilli weeds 
out the susceptibles in early life, when there is 
no progeny, then gradually postpones the age 
at which fatal disease develops to and beyond 
the reproduction age, when susceptibles may be 
born again. 


Schrempf'! denies the influence of heredity 
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on pulmonary tuberculosis. He studied 129 
infants, 185 pre-school children, 7214 school 
children and 2384 adults. He thinks the gravity 
of the course of any primary infection is de- 
termined purely by the massiveness of infection. 

Bruneck™ believes that an inferiority of a 
single or several organs is and in- 
herited. 


frequent 


Hamburger’™® believes that a predisposition is 
a more important factor than frequency of ex- 
posure. Children associating with a_ severely 
infectious relative do not get infected more fre- 
quently than those who associate with a mod- 
erately infectious relative. He saw a one year 
old healthy child playing only once for a few 
The child 
died three months later from tuberculous menin- 
gitis. 


minutes with a tuberculous person. 


Liebermeister™ admits an inherited non- 
specific lowering of resistance to all diseases. 
Dickinson’® states that those with a parental 
history of disease die at a relatively earlier age 
than those without. 
RACIAL FACTORS 

That ancestry or racial factors do play a part 
in the development and course of disease is 
plainly evident from numerous 
Thus Goodale’® found that in 
Armenians at the Beirut Hospital, non-pulmon- 


observations. 
Syrians and 
ary tuberculosis predominated over pulmonary 
732 to 412; more males were affected than fe- 
males; bones and joints were most often in- 
volved, the spine most often. These findings 
he thinks would indicate dissemination due to 
lack of resistance. 

Drolet® quotes the death rate in New York 
City for the period 1918 to 1921 as being high- 
est for negroes, 398 per 100,000; Finns 342, 
Irish 306, Norwegians 249, Greeks 228, Swiss 
217, Swedish 202, Scotch 181, Austro-Hungar- 
ians 165, English 136, Germans 133, French 
130, Italians 122, Americans 108, Roumanians 
92, Russian Jews 86. Pearl mentions death 
rates under the same environment in Pennsyl- 
vania for Italian males 81.5, Irish males 342.18; 
Italian females 102.2 and Irish females 201.2 
per 100,000. 

Apparently the different 
alike susceptible to infections. 


nationalities are 

Chadwick and 
Zacks" state that English, Italians, Russians, 
Poles, Americans, Irish, Canadians, Teutons, 
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Scandinavians and Latins react to the skin test 
alike; non-contact reactors 22 to 27 per cent 
and contact 24 to 32 per cent. 

Lee!’ found the ratio of tuberculous mortality 
in whites and negroes varied in different age 
groups between one to two and one to five. In 
white children tuberculous meningitis mortality 
exceeds that from pulmonary tuberculosis while 
in the negro race pulmonary tuberculosis mor- 
tality exceeds all other forms in all age groups, 
and childhood mortality as compared to adult 
mortality in negroes exceeds that in whites. 

Opie, McPhedran and Putnam’ studied tu- 
berculosis in whites and negroes in Philadelphia 
and came to the following conclusions: In white 
persons one in 20 of those in household contact 
with tuberculosis first exposed between birth 
and 14 years of age, has acquired the disease, 
and in those exposed after 15 years more than 
one in 10 have acquired tuberculosis ; the danger 
of household contact is greater in adults than 
in children. In negro persons a larger propor- 
tion of those exposed has acquired the disease, 
and its frequency has increased with age at the 
beginning of exposure, being one in 12 of those 
first exposed between birth and nine years ; one 
in nine of those between 10 and 14 years; and 
one in seven of those after 15 years of age. The 
enumeration of person years of illness, by a 
method similar to that used in the construction 
of life tables, furnishes a means by which the 
relation of existing tuberculosis to deaths from 
the disease in any given year may be determined 
for persons under observation in an out-patient 
clinic for tuberculosis. In white persons under 
the care of an out-patient clinic the ratio of 
existing cases of clinically manifest tubercu- 
losis to deaths has been 12:2 and in persons of 
negro race, 4:3. In white persons the ratio of ex- 
isting cases of tuberculosis with demonstrable tu- 
bercle bacilli in the sputum to annual deaths has 
been 3:8, and in negro persons, 2:1; approxi- 
mately one-third of existing cases of clinically 
manifest tuberculosis in have 
tubercle bacilli in the sputum, and one-half in 
negro persons. 


white persons 
The ratios of existing asympto- 
matic or latent lesions to deaths in any year in 
households with tuberculosis may be determined 
with considerable exactness when roentgeno- 
graphic examinations of the chest are made each 
year. Race, economic status and other factors 
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may modify morbidity and mortality ratios and 
the procedure that has been described provides 
a means by which these differences may be 
measured. 

Ukil,2° in 1931, studied mortality figures for 
Calcutta. He found a low death rate in the 
earlier years, reaching 4 per cent by the fif- 
teenth year and its peak at 30 years, gradually 
sinking to 7 per cent at 60 years. An initial peak, 
similar to that occurring in England and Wales, 
was lacking. At ages 15 to 20 years five girls 
die for every boy. Latent or obsolete lesions 
at autopsy of all war casualties were far more 
common among the British than the Indians. 


ANIMAL EXPERIMENTS 

Hereditary influences have been demonstrat- 
ec experimentally in animals. Long’ mentions 
Lewis and White showing wide hereditary vari- 
ability in the resistance of different stocks of 
guinea pigs, and that Lurie with inbred rabbits 
of different racial ancestry showed low, inter- 
mediate and high resistance to inhalation infec- 
tion while in cages. One group contracted the 
disease soon after exposure and died of gener- 
alized tuberculosis. Another group was slow 
to get the disease and finally died of a chronic 
type. There was also an intermediate group. 
Lewis and Loomis”! showed that allergic irrit- 
ability in guinea pigs was one of the several in- 
heritable characters which form a partial basis 
for the natural tuberculosis. 
(Capacity to produce hemolytic antibodies for 
beef and sheep corpuscles, agglutinins for Bac- 
illus typhosus and Bacillus abortus, differed by 
families. ) 


resistance to 


Krause** says the ability to react to foreign 
irritation is congenital to some extent as is 
shown by the work of Maud Slye, who success- 
fully bred mice to produce a cancerous race. 

Park*? thought he detected passive transfer 
te immunity in that only four, or 13.2 per cent, 
of the offspring of vaccinated guinea pigs died 
of tuberculosis when periodically exposed to 
contact in others, whereas 27, or 71 per cent, 
of the offspring of the non-vaccinated died of 
tuberculosis under the same circumstances. 

From his long years of experience in the ani- 
mal experimental field, Theobald Smith ** says 
that the primary resistance of the host is due to 
forces inherent in the system. According to the 
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amount present on the one hand, and the dose 
and virulence of the attacker, the resistance 
forces are gradually used up and replaced. The 
foundation of immunity resides in natural, in- 
herited or genetic tendencies, 

Local resistance or susceptibility seems also 
to be influenced by heredity. In his experi- 
mental work Bruno Lange ** noticed that some 
animals inhaling the smallest number of bacilli 
have the greater pathologic changes. In guinea 
pigs and sheep the lymph node lesions are more 
marked, in rabbits the lung lesion. The differ- 
ences were not accountable on the 
allergy, in his estimation. 


basis of 


LOCATION OF LESIONS 

In another contribution Bruno Lange*® show- 
ed that the development and organ location of 
clisease was not entirely dependent upon a filter- 
ing action. He says that guinea pigs may show 
many tubercles in the spleen and liver after 
intravenous inoculation while few are found in 
the lung; the lymph nodes near the liver and 
bronchi were markedly involved. He further 
states that the spleen has been shown to be most 
involved with small doses, by Uchida, Bunzema, 
Corper and Lurie, next the tracheobronchial 
nodes, the lungs and finally the liver. In rab- 
bits the lungs are much affected with average 
doses but with small doses, bovine type, the 
bronchial nodes may be uninvolved, the kidneys 
much so, the spleen less. When low virulent 
bovine type is used the spleen and liver may 
not be involved, although the lungs are much 
involved. With the human type only lung foci 
are found. In cattle or sheep, bovine usually 
causes mostly lung, tracheobronchial and medi- 
astinal node disease. In 
almost entirely 
bovine or human type infection, 


mice, pulmonary 


disease results from either 

Cobbett?* would explain the differences in 
amount and appearances of tuberculosis in the 
various organs of various species as being due 
to a chemical toxin which holds the tubercle 
hacilli locally, or to a demand of the organs for 
food similar to the substances contained in the 
tubercle bacillus. 

Corper and Lurie** demonstrated that in non- 
resistant animals such as the guinea pig and 
monkey, the quantitative distribution of tubercle 
bacilli was of importance for the subsequent in- 
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But in more resist- 


volvement of the organs. 


ant animals such as rabbits and dogs, this was 
Thus in the rabbit the liver contains 
more bacilli than the lungs, but has less tuber- 


not true. 


culosis, and in the dog the spleen has most 
bacilli and least disease. But even in monkeys 
and guinea pigs this local resistance holds true 
to a minor extent. Variations in organ resist- 
ance as found by them are as follows: In the 
rabbit the lung is most commonly infected with 
human or the liver usually 


escapes; and bovine infection usually causes 


either bovine, 
generalized disease, human almost only lung 
disease. The guinea pig is highly susceptible 
to both strains of bacilli and the spleen suffers 
most. The dog is infected only with difficulty 
by either bovine or human strains. The lesions 
are usually confined to the lung and pleura, 
liver, kidneys and abdominal lymph nodes. The 
spleen is almost exempt. The monkey is very 
susceptible to human and bovine. Generalized 
disease is common but the lungs are perhaps 
most involved. 


Krause*® says that the native tissue peculiari- 
ties bestowed by inheritance are operable in the 
Animals immune to tubercu- 
infected with 


Acute disease is due to allergy, large or repeat- 


course of disease. 


losis can be minimal doses, 


ed infections. Environment, mind and food 


play an important part. 
SEX 
Another factor, hereditary in character but 
probably acting 


biologically independent of 


heredity, is sex. Sex and race modify the 
frequency and severity of infection, according 


12° Girls react to tuberculin more 


to Opie eta 
often than boys, aged 10 to 15 years, and child- 
hood lesions are more frequent in girls. From 
ages 12 to 20 years parenchymal lesions are 
twice as frequent in girls and more advanced. 
A higher mortality for girls at this age from 
1870 to 1920 was found by Putnam, according 
to Opie, in every decade period. Sex must be 
the underlying factor. 


Lee’ also found the mortality rate for adult 
females declining for 20 years at a greater rate 
than that for males. At the same time the rates 
for children under five years of age have fallen 
95 per cent since 1865. The reduction in infec- 
tion in young adult females, the mother group, 
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has been a great factor in reducing infection in 
children. This in turn results in reduction of 
infection in the mothers a generation away. If 
the trends for males and females during the last 
50 years had been interchanged, the general 
tuberculosis rate for today would probably have 
been double what it is. Such a condition pre- 
vails more or less in Ireland and Switzerland 
where male and female rates have always been 
high and equal. 
SPECIFIC RESISTANCE 

In addition one must consider the influence 
of specific resistance on the occurrence of di- 
sease, the actuality and value of which have 
been so much questioned recently. 

Krause**, speaking of specific resistance, says 
that the development of anatomic tubercle en- 
dows the body with power to resist greatly in- 
creased numbers of tubercle bacilli. This man- 
ifests itself with the establishment of first foci. 
Up to a certain point this resistance is propor- 
tionate to the extent and severity of the initial 
dose. With the healing of diseased foci, re- 
sistance diminishes. If the animal remains tu- 
berculous, the increased power to resist is prob- 
ably never entirely lost nor does the resistance 
sink to the level before the animals were first 
infected. 

Specific resistance is reduced at the site of 
an inflammatory tuberculin reaction for at least 
four days, according to Krause and Willis*'. 
This is more evident when the reaction is in the 
line of drainage of a tuberculous focus. 
could not reduce resist- 
ance with turpentine, croton oil, cantharidin or 


However, Corper*? 
capsicum. Whatever doubt there may be as to 
the effectiveness of specific resistance in the 
minds of some, the experimental work of 50 
years will need atremendous amount of disproof 
tc dispel the idea of its presence and to discount 
its aid, even though slight, in overcoming re- 
newed infection. 


MODE OF LIFE 

Environmental and nutritional factors and 
the mode of life undoubtedly play a very im- 
portant part in the incidence and course of tu- 
berculosis. Lee'® found that the tuberculosis 
mortality rates increased.in Massachusetts dur- 
ing the World War period, 1914-1918. That 


for the males increased in about 1915 and for 
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the females in about 1917. By 1929 the rate 
for females had returned to the pre-war trend 
except for ages 15 to 29 years, in which group 
the decline was at a slower rate. In New York 
the rate was raised but little in male age groups, 
except perhaps for ages 15 to 29 years, but for 
females aged 15 to 25 years there was a marked 
rise. The latter rise perhaps may be explained 
on an industrial basis. 

Lee** also showed an increase in mortality 
rates in Germany due to the World War which 
declined after the Armistice. When inflation oc- 
curred the rate rose and then again fell. En- 
vironmental factors were at work, such as in- 
creased industry and lack of food. In the United 
States there was a rise in mortality rate in in- 
dustrial places but not in non-industrial regions. 

SUMMARY 
been and are at work 
which contribute to the prevalence and mortality 
of tuberculosis. 


Many forces have 
Which contributes most must 
for the present remain unanswered. Of hered- 
ity it might be said that the largest factor is 
that all kinds of inborn characters, normal or 
abnormal, bodily or mental, important or trivial, 
structural or functional, except complete steril- 
ity, may be continued in the new generation. 
That one does not always see the total of in- 
heritance may be due to the lack of proper 
stimuli to develop the latent factors. The story 
of environment has not been told in full as 
yet; nor has the book of knowledge of nutrition 
closed, the work complete. But it may be said 
without contradiction that where there are no 
tubercle bacilli there will be no tuberculosis. 
For there must be infection before there can 
be disease. 
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UNDULANT FEVER WITH ENDOCARD- 
ITIS AND MYCOTIC ANEURYSM* 
A CASE REPORT 


J. E. KNIGHTON, JR., M. D. 
SHREVEPORT, LA. 


srucellosis, or undulant fever, has come to 
be recognized within recent years as a wide- 
spread condition, and one of frequent occur- 
Much has been learned concerning the 
etiology, and diagnosis, and progress is being 
Our 
knowledge of the pathology of the disease con- 


rence. 
made in the direction of specific therapy, 


tinues to be limited due to the low mortality 
rate. Complications involving various unrelated 
systems of the body are being observed, and 
from these it is apparent that brucellosis is a 
serious menace to health and does at time en- 
danger life itself. 


CASE REPORT 

The following case is presented because of 
the unusual nature of its complications, 

M. R., a white male, 40 years of age, was first 
seen on November 15, 1937, with a chief complaint 
of fever. The onset of illness dated back three 
months, at which time afternoon elevation of tem- 
perature was noted. Later, fever was present in 
the forenoons also, and for the month previous to 
admission to the hospital there were few occasions 
when the temperature was normal. For several 
weeks the patient remained up and continued his 
occupation of farming with his interests particular- 
ly directed toward cattle and live stock. About 
November first he was forced to abandon his work 
because of the fever, markedly increased malaise, 
and weakness. From that time until his admission 
to the hospital he had remained in bed at home, 


with resultant diminution of fever. There was no 


"From the Medical Service Tri-State Hospital, 
Shreveport, La. 
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improvement in his subjective symptoms, and he 
came to us seeking diagnosis. 

The family history was non-contributory, and 
there had been no serious illness in the past. 
Venereal infection was denied. Laparotomy had 
been done twenty years before because of appendi- 
citis with perforation. The patient is married, and 
his wife and one child are healthy. There were 
no other pregnancies. 

Examination revealed a large individual, not ap. 
parently seriously ill, and exhibiting a fairly good 
state of nutrition. The temperature at this time 
was normal. Eyes, ears, nose, and throat were 
negative for pathological findings of importance. 
Respiration was not labored nor increased, and 
there was no cough. Percussion over the lung 
fields elicited a normal resonant note, and there 
were no rales. The heart was thought to be slight- 
ly enlarged to the left. The rate was 80 per minute, 
and the rhythm regular. There was a distinct but 
soft systolic murmur over the mitral valve area, 
which was not transmitted. The sounds were 
otherwise of good quality. The blood pressure was 
found to be 117/70. The abdomen was flat, and 
presented no tenderness nor rigidity. The liver 
was palpable just below the costal margin, and 
the spleen was felt with difficulty on deep inspira- 
tion. The external genitalia and extremities were 
normal, and rectal examination revealed no patho- 
logy. 


Laboratory examinations revealed the following 
findings: Erythrocyte count 4,900,000 per cu. mm., 
hemoglobin 90 per cent, leukocyte count 3,800 per 
cu. mm., with neutrophils 61 per cent, large lympho- 
cytes 12 per cent and small lymphocytes 27 per cent. 
Repeated two days later the leukocyte count was 
4,500, with only 22 per cent neutrophils and 64 
per cent small lymphocytes. No malaria plasmodia 
were found. Wassermann and Kahn tests gave 
negative results. Widal tests gave no agglutination 
for typhoid or paratyphoid organisms, and blood 
culture was negative. Agglutination tests for B. 
abortus and B. melitensis were positive in dilutions 
of 1-100. Urinalysis revealed a trace of albumin, a 
few pus cells and a few red blood cells. 

The patient remained in the hospital only three 
days during which time the daily rise of tempera- 
ture was never above 101 degrees. Two features 
were outstanding, namely. the marked mental de- 
pression, and the very profuse sweats. The latter 
occurred at any time when the patient was sleep- 
ing, and surpassed any similar condition I have 
ever noted in any individual. 

Returning home for treatment, fairly satisfac- 
tory progress was made, although the fever con- 
tinued to be present every day, and at times 
reached 102 degrees. Om December ninth the pa- 
tient was re-admitted to the hospital. It was 
learned that for one or two days there had been 
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soreness in the right arm. In the early morning 
of the day of admission there had been sudden, 
severe pain in the right arm. This was associated 
with coldness and pallor of the extremity. and it 
was found that the radial pulse was not present. 
Artificial heat was applied, color and warmth re- 
turned, but there was no return of the pulse. 

Examination of the arm confirmed the history, 
in that temperature and color were approximately 
normal, but no radial pulse could be detected. 
Further, the blood pressure in the right arm was 
o/o whereas in the left arm it was 140/70. There 
was no limitation of motion, and no loss of motor 
power, but the arm continued to be painful. 

The heart was definitely enlarged at this time, 
and it was not at all difficult to hear diastolic as 
well as systolic murmurs over both the mitral and 
aortic areas. The latter diastolic murmur was 
transmitted down the left sternal margin. In 
addition, both the liver and spleen were larger 
than on the previous admission, and the liver was 
slightly tender. Other findings were unchanged. 
The leukocyte count was 7,800, with neutrophils 
40 per cent, small lymphocytes 56 per cent and 
large lymphocytes 4 per cent. Blood culture taken 
at this time remained sterile after thirteen days. 
Urinalysis revealed one plus red blood cells and 
a few hyaline casts. 

DISCUSSION 

With these findings there was no doubt that 
the patient had suffered occlusion of the axil- 
lary artery. It was also evident that there was 
a progressive endocarditis, involving both the 
mitral and aortic valves. This condition exists 
as an infrequent, but not rare, complication of 
undulant fever. The arterial occlusion was no 
doubt secondary to an embolus which lodged at 
this point, resulting in continued thrombosis to 
the point of complete obliteration of the arterial 
lumen. It has been suggested that an independ- 
ent endarteritis might have been the causative 
factor for thrombosis, but with the known en- 
docardial lesions embolic phenomena might well 
be expected, and to my mind seems more prob- 


able. 


There has been no other 


recognizable 
embolus, unless the presence of the few blood 
cells in every specimen of urine indicates minute 
renal emboli. 


CONTINUATION OF HISTORY 
Following the vascular accident conservative 
treatment was maintained, as collateral circulation 
was apparently well established. The patient re- 
mained in the hospital until December 23, and 
during the latter days of this period the tempera- 


ture did not exceed 100 degrees. Drenching sweats 
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continued despite all efforts to prevent them, and 
the outlook on life was markedly depressed. At 
the time of discharge from the hospital definite 
improvement in all respects had been noted, and 
it was felt that recovery would soon follow. 

The patient returned to the hospital for the third 
time on January 4, 1938, complaining of increased 
pain and numbness in the right arm and hand. 
Physical and laboratory findings were much the 
same as on the last examination, except that a 
definite tumefaction was noted just below the 
outer third of the right clavicle. On palpation it 
was found that following each cardiac contraction 
there was an expansile pulsation of the tumor 
mass. This could also be felt in the right axilla. 
A bruit could be heard over the mass with each 
pulsation. The radial pulse could now be palpated, 
although the volume was small, but after several 
days this again disappeared. A diagnosis was made 
of mycotic aneurysm of the right axillary artery. 

In general the patient made satisfactory pro- 
gress. The temperature subsided so that only oc- 
casionally it exceeded normal. The sweats became 
much less severe. A morbilliform rash which had 
been very troublesome cleared up to a large ex- 
tent. The aneurysm, however, continued steadily 
to enlarge until it was feared that rupture might 
occur. With the improved general condition and 
the obvious collateral circulation, surgical interven- 
tion was advised. 


On February 14, 1938, with nitrous oxide-oxygen 
anesthesia, operation was performed by Dr. J. C 
Willis, Jr. An incision was made parallel to and 
below the right clavicle, and extended into the 
axilla. The aneurysm was exposed with some dif- 
ficulty, and was found to involve the proximal 
portion of the axillary and the distal portion of 
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the subclavian arteries. The axillary artery had 
no pulsations. The aneurysm itself was approxi- 
mately 6 cm. in diameter, and 8 cm. in length. 
The vessels proximal and distal to the aneurysm 
were doubly ligated with braided silk, and the 
sac left in situ. It is expected that this will 
undergo organization and fibrosis. 

The first few postoperative days presented a 
flare up of temperature, reading as high as 104, 
but this gradually decreased, and now after three 
weeks the patient is again afebrile. The wound 
is healed except at two points where there was 
drainage with rubber tissue. The general condi- 
tion is quite satisfactory, but endocardial lesions 
persist as manifested by the presence of a systolic 
mitral murmur and both systolic and diastolic 
aortic murmurs. 

SUMMARY 

A case of chronic undulant fever is present- 
ed. This case is unusual in that several features 
and complications are noted which are infre- 
quently seen. These include a morbilliform 
rash, endocardial lesions with aortic regurgita- 
tion, occlusion by embolus of the right axillary 
artery, with subsequent development of a my- 
cotic aneurysm at this site. It is thought that 
this last named complication has not been ob- 
served previously. Ligation of the vessels en- 
tering and leaving the aneurysm was done, and 
convalescence has been satisfactory. Prognosis 
for the future is guarded because of the pres- 
ence of valvular incompetence. 





REPORT OF THE PASTEUR 
INSTITUTE OF THE CHARITY 
HOSPITAL OF LOUISIANA AT 

NEW ORLEANS FOR THE YEAR 1937 
RIGNEY D’AUNOY, M. D.+ 
and 


JOHN H. CONNELL, M. D.7 
NEW ORLEANS 


During the year 1937, the Pasteur Institute 
of the Charity Hospital administered antirabic 
prophylactic treatment with material prepared 
as generally indicated by Semple.* Each injec- 
tion consisted of a 2 mil portion of 4 per cent 


+From the Departments of Pathology and Bac- 
teriology of the Louisiana State University Medi- 
cal Center and the Charity Hospital of Louisiana 
at New Orleans. 


*For the method of production of virus, see Re- 


port of the Pasteur Institute for 1931-32, New 
Orleans M. & S. J., 86: 236, 1932. 


killed virus-emulsion, except in the case of 
children under three years of age, to whom a 1 
mil portion of vaccine was given at each 
treatment. 

INJURIES BY PROVEN RABID ANIMALS 

Head Injuries: Injections were made twice 
daily for the first seven days, and once daily 
thereafter for fourteen days. 

Injuries to Trunk and Extremities: If mul- 
tiple and severe, the same treatment was used 
as for head injuries. 

If slight and treatment was begun within six 
days after injury, treatments were continued 
for fifteen days, with one injection daily. 

If slight and treatment was begun more than 
six days after injury, treatments were continued 
for eighteen days, with one injection daily. 

INJURIES BY UNLOCATED ANIMALS 

If the injury was received under suspicious 
circumstances, the same type of treatment was 
used for a similar type of injury by proven 
rabid animals. If there were no suspicious cir- 
cumstances, treatment was given over a period 
of fourteen days, with one injection daily. 

NO ACTUAL INJURY 

If rabid or suspected animals had been 
handled, treatment was given over a period of 
eighteen days, with one injection daily. 

TREATED CASES 

Thirteen hundred and forty-two cases were 
treated during 1937. This was over 100 more 
than were treated for the past entire five year 
period (January 1932—January 1937). They 
are classified as follows, according to the sug- 
gestion of the International Rabies Conference 
of the League of Nations, in order that the 
statistics of various institutions may be com- 
pared, 

A. Cases in which the animal proved to be 
rabid (by microscopic and biologic test). 

B. Cases in which the animal was diagnosed 
clinically as rabid. 

C. Cases in which the animal was only sus- 
pected to be rabid (strayed, destroyed, or in 
such a condition when received that the brain 
was unfit for examination). 


D. Cases in which the animal was alive and 
well after an observation period of three weeks, 
or whose brain was found to be negative when 
examined after the observation period. 
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E. Cases in which the patients received 
treatment without actually having been bitten 
(patients who handled rabid or suspected ani- 
mals ). 


Table I records the number of treated cases 
in each category and classifies the types of 





injury. 
TABLE I 

Location of Injury A B CC D E Total 
Head 29 1 48 0 0 78 
Body 23 2 15 O 0 40 
Superior extremities 241 0 127 0 257 25 
Inferior extremities... 322 1 210 0 0 533 
Multiple sites. ae 29 7 30 0 0 66 
Total. 644 11 430 0 257 1342 


Table II gives the age, sex and race of the 





patients. 
TABLE II 
White Colored 
Age Male Female Male Female Total 

Under 1 year —— 2 1 0 0 3 
1—2 years... 13 10 2 4 29 
3—4 years__.... 26 25 10 = «12 73 
5—9 years... = 147 110 30 28 £315 
10—19 years_. 187 134 51 28 400 
20—29 years ‘ 98 86 32 22 238 
30—39 years__._ 50 30 24 16 120 
40—49 years 36 12 20 15 83 
50—59 years 18 5 15 5 83 
60—69 years _ 14 4 6 3 27 
70—79 years... ” 5 4 0 0 
80 years and over_. 1 0 0 1 2 

Total 597 421 190 134 1342 


Table III records.the geographical distribu- 
tion of the patients of Louisiana. 


TADLZ III 


Parishes 

Avoyelles Cea Ne Rel ae Nee oe 11 
East Baton Rouge 
Iberville scioeiacsaiaaacalig 1 
Jefferson sctabhaies a 
Lafourche - : : aon 1 
ON ta casas einen canal 1225 
Pointe Coupee__. : ‘ scedeus 1 
Rapides 1 
St. Bernard 7 
St. Charles ‘ nisi 5 
St. James Se Year 10 
St. Mary Soaenaaan abciieanaeiamaaalade 9 
St. Tammany i ea a a aaa 8 
Tangipahoa cijcaletn sania tcnitenidicaia 11 
Tae... see a men a 

Tetal....... 1342 
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Table IV gives the number of days elapsing 
between the time of injury or exposure and the 
beginning of treatment, when such information 


could be obtained. 


TABLE IV 


Days Patients 
1 290 
2 227 
3 189 
4 171 
5 105 
6 87 
7 50 
8 46 
9 28 
10 19 
11 12 
12 8 
13 9 
14 4 
15 5 
16 1 
17 2 
18 1 
19 0 
20 2 
21 2 
22 0 
23 0 
24 0 
25 0 
Over 25 days 1 
Unable to get information 83 
Total 1342 


Table V indicates the circumstances of the 
injury and the type of first aid treatment given 
in each case, 


TABLE V 


Injury inflicted through clothing. _ 182 
Injury inflicted to bare skin 1260 
Iodine applied to site of injury 8 
No local treatment____. : poe 675 
Phenol, cauterization and serum 13 


Tetanus antitoxin only_ . 1321 


of animal 
The total 
number exceeds that for the entire previous four 


Table VI indicates the number 
brains examined and their diagnoses. 


year period. 


TABLE VI 


Negative ahecd AD aes See ae 261 
Positive —— a 515 
Unfit for examination. aticakans 24 


Tete... Ld shape uiidiestandgaeea ies. ee 








650 REDDOCH—S yi posium : 


COMPLICATIONS 


During the course of the 1,342 treatments 
there were three complicating incidents. 


1. Subcutaneous abscess in abdominal wall 
at site of an injection. 


2. A case of non-protection in a colored 


male, 34 years of age, in whom treatment was 
given irregularly due to poor cooperation. 


3. A case of meningo-encephalitis occurring 
on the fifteenth day after the beginning of 
treatment, and three days before completion of 
treatment. Patient had been injured by a sus- 
picious dog. 





CESAREAN SECTION* 


A SYMPOSIUM 
HISTORY OF CESAREAN SECTION 


JOSEPH W. REDDOCH, M. D. 


New ORLEANS 


The first cesarean section is mythically as- 
sociated with the birth of Julius Caesar, some- 
where between 100 and 44 years B. C.; even 
Dorland’s dictionary makes this claim. That 
this impression is erroneous is evidenced by 
letters written by Caesar to his mother during 
the Gallic Wars. The operation was known as 
early as 762-715 B. C., as Numa Pompilius, the 
second King of Rome, formulated the Lex 
Regia, which forbid the burying of any woman 
before the excision of her offspring. This law 
persisted to Caesar’s time and became known as 
the Lex Caesarea, which possibly explains our 
general opinion and the origin of the term 
cesarean section.! 


Stander states,’ “according to Rigby, the old- 


*Read before the Orleans Parish Medical Society 
at a meeting held jointly with the New Orleans 
Gynecological and Obstetrical Society, October 25, 
1937. The first five papers in the symposium ap- 
pear in this issue of the Journal, the last five in 
the June number. 
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est authentic record of a living child born by 
cesarean section, is that of Georgius, a cele- 
brated orator born at Leontium, in Sicily, 508 
B.C. The earliest account of this operation in 
any medical book is found in the “Chirugia 
Guidonis de Caulico,” published about the mid- 
dle of the fourteenth century, but reference is 
made only to the fact that it is a proper pro- 
cedure after death of the mother. That the 
operation had been performed on the living 
mother at a much earlier period is presumed 
from the writings in the Mischnejoth which is 
supposed to have been published in 140 B, C. 0 
earlier. In this we read: “In the case of twins, 
neither the first child which shall be brought 
into the world by the cut in the abdomen, nor 
the second, can receive the right of primogeni- 
ture, either as regards the office of the priest or 
succession to property.””? 


Trautman, of Wittenberg, however, is gen- 
erally credited with having done the first 
modern operation in 1610 A. D., on a case of 
herniated uterus. In the earliest period, cesarean 
section was usually done after death, and was 
undoubtedly sanctioned by the Roman Catholic 
Church, thus insuring the child the rite of 
baptism. 


The term cesarean section first appeared 
the literature in 1637 A. D. in the work of 
the Jesuit Theophile Raynaud. In this country 
until 1878, gastrohysterotomy was the name 
given to the operation, which in itself is not ab- 
solutely accurate, but better laparohysterotomy. 


With the period of 1600-1876, begins our 
knowledge of the operation. It was during this 
time that it became more commonly used on live 
The mortality was very high due to 
infection and hemorrhage. It is interesting that 
probably the first cesarean section in the United 
States was done in Louisiana, in Donaldson- 
ville, Ascension Parish, by Francois Marie Pre- 
vost,” a Frenchman, who took up his abode in 
this state in 1799, after the insurrection in 
France. In 1879, H. P. Harris,’ an early statis- 
tician and obstetrician, collected 19 cases done 

Louisiana prior to 1870, with five maternal 
deaths. Eighteen of these operations were on 


women. 
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slaves, and a deformed pelvis, generally rachitic, 
was the chief indication. Harris later, in a 
survey of sections done in the United States, 
reported 60 operations with 28 maternal and 
27 fetal deaths. Most of these cases were in 
women who had been in labor for many hours, 
and in some cases attempts at delivery (versions, 
craniotomies, evicerations) had been made by 
plantation midwives before the operation was 
done. 


The first attempts at low section were made 
on cases such as those gathered by Harris, for 
in 1805, we find Osiander pushing up on the 
head per vaginum to mark the site of his pro- 
jected incision, and in 1821, Ritgen attempting 
an extraperitoneal cesarean by means of an in- 
In 1823, 
Baudelocque of France, and in 1824, Physick 
of Philadelphia, each proposed incisions in the 


cision parallel to Plupart’s ligament. 


lower uterine segment. 


The period of 1876-1882, was one of more 

The Italian Eduardo Porro, Pro- 
Pavia and Milan Universities, first 
suggested the subtotal hysterectomy following 
cesarean section. 


refinement. 
fessor in 


However, he probably did 
not appreciate its real value, since the work of 
Lister and Pasteur was not widely known. The 
mortality rate dropped to 24.8 per cent with 
Porro’s technic. The chief drawback to this 
era, however, was that all uteri were sacrificed. 


Prior to 1882, most uterine wounds were left 
unsutured, but Sanger changed the attitude of 
the profession by the introduction of suturing 
effort to 
The Porro operation was then re- 
stricted to patients who were infected or in 
whom it was apparent that the uterus was di- 


the uterine incision, in an control 


hemorrhage. 


seased. The step made by Sanger cannot be 


over estimated, for to him goes most of the 
credit for the conservative operation that we 
know today. 

In 1907, Frank of Cologne, reported 13 
operations without a death by an improved low 
section. He made an effort to seal the abdo- 
men by uniting the upper uterine and lower 
vesical peritoneal flaps to the upper and lower 
edges of the parietal peritoneum of a transverse 


abdominal incision. Kronig, a few years later, 
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suggested that it was not the sealing process 
that saved lives, but the location of the uterine 
incision followed by the covering of it with 
Beck, in 1919, improved the 
operation still further by overlapping the upper 
with the lower peritoneal flap, while in 1926, 
Munro Kerr proposed the curved transverse in- 


peritoneum. 


cision into the lower uterine segment with the 
convexity downward to avoid hemorrhage that 
is usually seen in the vertical type. 

A further modification of cesarean section 
occurred in 1924, when Portes, of Paris, intro- 
duced a new method to be used in infected pa- 
tients. In his operation the abdomen is opened 
and the uterus delivered to the outside. The 
parietal peritoneum is closed, anchoring it to the 
uterus, while the 
stitched to the cervix. 


lower peritoneal 
The 
opened, baby and placenta delivered, followed 
by closure of the uterine wound. 


angle is 
uterus is then 
The uterus 
is dressed with moist dressings and allowed to 
involute. When this has occurred, the abdomen 
is reopened and the uterus is returned to its 
normal habitat. Pregnancy has been reported 
in several cases cesareanized by this method. 


CONCLUSION 


Conceived in superstition and first practiced 


on dead women, this operation has enjoyed 
slow, continued, but certain evolution, until now 
a fuller knowledge of its limitations, indica- 
tions, and modifications is ours. No small part 
of its recent advancement is due to the New 
Orleans Obstetrical and Gynecological Society 
for in 1937 was published the first composite 
record of cesarean sections done in New Or- 
leans hospitals. 
such statistical 


throughout the country. 


This was the beginning of 
studies in the larger clinics 
Tonight is being re- 
ported the second such survey in New Orleans. 
With the points outlined in this brief historical 
review in mind, it is hoped that the remainder 
of this program will be of interest to all, what- 
ever the line of endeavor. 
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AN ANATOMIC CONSIDERATION OF 
DYSTOCIA 


HAROLD CUMMINS, Ph. D. 
New ORLEANS 


In the brief period allotted for discussion of 
the anatomic background of dystocia neither a 
complete nor a critical review can be attempted. 
Their mechanisms being so obvious, instances 
in which the source of dystocia is the fetus it- 
self—from oversize, hydrocephalus, interlock- 
ing of twins and the like—must be disposed of 
with bare mention. Likewise a share of the 
cases in which the seat of difficulty is matern- 
al may be passed by, if they involve such direct 
explanations as the occurrence of malformation, 
disease or trauma of the soft parts. But special 
interest attaches to the bony pelvis, both be- 
cause of the frequency with which it is con- 
cerned in the causation of dystocia and on ac- 
count of the varying points of view from which 
its obstetric limitations may be considered, 

The bony pelvis shares with other body 
structures the inherent biologic tendency to be 
variable; pelves vary in absolute dimensions, 
proportions and modeling just as do faces, ears 
or any other part. The pelvis is further subject 
to more profound structural aberrations, arising 
from faults of development, trauma and disease. 
To set limits of the normal in obstetric terms, 
we may follow Jarcho in this definition: “Ob- 
stetrically the normal female pelvis may be de- 
fined as one that permits the delivery of an 
average sized child without unduly difficult 
labor.” The abnormal pelvis is therefore at 
once defined by exclusion, yet the existence of 
numerous attempts to classify its heterogeneous 
types bears witness to the difficulty of arriving 
at a generally acceptable systematic organization 
of these types. 

The current systems of classification which 
introduce the etiologic factors for obstetric 
pelvic inadequacy would seem to be rendered 
more sound if adapted with a view to the pelves 
of both sexes, with major divisions applicable 
to male and female and subsidiary divisions 
planned for descriptive and pelvimetric charac- 
terizations of the types from the strictly ob- 
stetric standpoint. Two main classes might be 
suggested: (1) Pelves which are definitely 


pathological. | Here would be placed all in- 





CumMMINS—Symiposium: Cesarean Section 


stances, under the desired subclassification, of 
primary developmental malformations such as the 
Naegele pelvis and assimilation, the irregularly 
contracted pelves developed secondarily as a 
result of disease of the spinal column, hip- 
joint disease, traumatized, rachitic, osteomalacic 
pelves and the like; (2) pelves which are free 
of pathology. Under this heading, again order- 
ed after a chosen descriptive or pelvimetric 
system, would be included variations of obstet- 
ric significance, departures from the obstetri- 
cally favorable gynecoid standards of form and 
dimension, 

The etiology of pelvic variations of the sec- 
Some endocrino- 
variations fluctuating 
even within normal range affect pelvic develop- 


ond class calls for mention. 
pathies and hormonal 
ment. The growing skeleton is regulated to 
some extent through the mechanical stimula- 
tions of pressure and muscle stress; certain 
occupations and some forms of exercise if ex- 
cessive are capable of so altering the pelvis as 
to render it abnormal, in the sense of obstetric 
definition. 





THE INDICATIONS FOR CESAREAN 
SECTION 


WALTER EDMOND LEVY, M. D.* 
NEW ORLEANS 


Perhaps the most spectacular of all obstetric 
operations is cesarean section. Likewise, it is 
one of the simplest to perform, and as a result 
offers an easy mode of escape to either the 
untrained obstetrician or to the timid one, 

Since the actual technic of the doing of the 
cesarean is a relatively easy one to master, it 
remains for those of us who practice and teach 
obstetrics as a true art, to impress upon the 
profession that it is an operation to be done 
only for certain indications, and when certain 
conditions are fulfilled. 

Indications for cesarean section average about 
three per cent of all maternity cases. (On 
my service at the Touro Infirmary, the inci- 
dence is 2.5 per cent.) Surely the chief indica- 
tion for this operation is in contracted pelvis, 
wherein the disproportion between the baby 

*From the Department of Obstetrics, Touro Infirmary, 


and Louisiana State University Graduate School of 
Medicine. 
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and the maternal pelvis is either real or rela- 
tive. In our own large series of cases, this 
group accounts for about 64 per cent of the 


total. 


The next most important indication for cesa- 
rean section is in ante-partal hemorrhage, due 
either to placenta previa, or to premature sep- 
aration of the normally implanted placenta. 
However, in the experience of many, the above 
indications are certain 


subject to qualifica- 


tions. I am convinced that it is the operation 
of choice in all cases of central placenta previa, 
particularly in all primipara, and in multipara 
wherein the cervix is less than half dilated. In 
partial placenta previa, however, particularly in 
multipara, and depending upon the amount of 
the dilatation and the general condition of the 
patient, other methods of attack, such as bags 
or packs, may be employed. However, one can 
see at present a great drift to section as the 
treatment of choice in placenta previa, especi- 
ally when one is convinced of the viability of 
the child. 


As regards the use of cesarean section in 
cases of premature separation of the placenta, 
I am firmly of the opinion that it is the opera- 
tion of choice, particularly if there is scant 
It must be done for 
the above conditions, even though the baby be 
dead, for one must get in and stop the hemor- 
rhage, and perchance in rare cases, be ready to 


remove a riddled 


dilatation of the cervix. 


uterus with intramuscular 


hemorrhage, 


Next in line of frequence as an indication 
for section, are the toxemias of pregnancy. Let 
me say right here, however that I am not advo- 
cating the procedure for true cases of eclampsia, 
as I am positive that it will only tend to increase 
the maternal mortality. It has, however, a very 
definite indication, particularly in primipara 
with an increasing depth of toxicity in spite of 
all recognized treatment over a period of sev- 
eral days, or in the cases of so-called fulminat- 
ing pre-eclampsia, before the onset of convulsive 
seizures. Surely it is preferable in the two 
above mentioned types, to use a bag with all 
its unpleasant and potentially dangerous se- 
quelae. 
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Tumors, such as fibroids, ovarian cysts, and 
the bony exostoses of the pelves, must be 
weighed as to their consequences in each partic- 
ular case. Many is the time, that when the time 
of retraction takes place, the fibroid will rise, 
and give no trouble whatsoever. 


At this point, we are confronted with what 
may be termed a debatable indication for cesa- 
rean section, namely the dictum of “Once a 
cesarean, always a cesarean”. It goes without 
saying, that if the first section was done for a 
contracted pelvis, the subsequent deliveries must 
perforce be likewise. Also when sections are 
done for causes other than contracted pelvis, 
such as ante-partal hemorrhage or fulminating 
toxemia, and the convalescence has been febrile, 
one is fully justified in doing a repeat section. 
Eardly Holland gives the frequency of rupture 
of cesarean scars as 4 per cent, and the mater- 
nal mortality attributable to the rupture as 30 
per cent. In the light of these figures and, the 
attendant dangers, and with a personal mortal- 
ity rate of 1.2 per cent in a series of 165 sec- 
tions over a period of eighteen years, I am more 
than ever convinced, that “Once a section, al- 
ways a section” is going to be my choice of 
procedure. 


Where pregnancy complicates a cardiac con- 
dition, and it is desirable to give the patient as 
sasy a delivery as section 
Nevertheless, before arriv- 


possible, cesarean 
must be considered. 
ing at such a conclusion, one must always have 
the opinion of a competent cardiologist, for he 
alone can tell best of all just what the heart 
may be expected to stand. 
SUMMARY 

In such a brief communication as this, one 
can merely mention and touch but lightly upon 
the principle indications for cesarean section. 
However, I would find myself derelict if I were 
not to enter a plea for the utilization of this 
life-saving procedure wherein the proper indi- 
cation arises and the proper conditions are ful- 
filled. I fear that many obstericians well quali- 
fied in its performance, are leaning over back- 
wards due to the disrepute into which cesarean 
section has been brought by the jgnorant and 


unthinking male midwife. 
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THE CONTRAINDICATIONS FOR 
CESAREAN SECTION 
M. LYON STADIEM, M. D. 


NEW ORLEANS 


Cesarean section is an operation which was 
designed to reduce maternal mortality. The in- 
cidence of this operation has increased but the 
mortality has not been lowered; therefore, it 
follows that somewhere in the train of events, 
factors have arisen which have been wrongly 
chosen. Can it be that there is extreme laxness 
in the recognition of the proper indications for 
this operation? Is there a failure to perform 
the procedure at the right time? Is poor judg- 
ment exercised in the selection of the appro- 
priate type of cesarean section when the opera- 
tion is indicated? Probably all of these causes 
unite to give the present high maternal mortality, 
but the lack of comprehension of the contra- 
indications accounts for the greatest number of 
errors. Too often a purely surgical outlook is 
taken of an obstetric problem. The dictum of 
Hilton in the management. of pent-up pus is 
being adopted as the rule for the release of the 
apparently pent-up baby. “Let it out” says the 
surgically wise but obstetrically foolish. 

In contemplating this operation one should 
recall the immediate dangers of anesthesia, 
shock, hemorrhage, sepsis and _ post-cesarean 
pulmonary embolism, as well as the remote 
effects of rupture of the uterus in subsequent 
pregnancy, chronic intestinal obstruction from 
adhesions and hernia of the incisional or um- 
bilical variety. The indications for operation 
would have to be outstanding to overcome these 
hazards and sequels. 


Let us consider the contraindications of cesa- 
rean section with reference to the fetus. A 
child in serious danger or dead, a monster or 
a too premature infant should not be delivered 
by cesarean section unless the following condi- 
tions prevail: (a) an absolute pelvic indication ; 
(b) premature separation of the placenta with 
a closed cervix; (c) in placenta previa cen- 
tralis where the cervix is less than one half 
dilated. The method of craniotomy is often 
forgotten. 

It is conceded that every case is an individual 
problem but the attending obstetrician’s experi- 


ence should be such that he will know in ad- 
vance after thorough study of the case if a 
section is indicated. As guardian of an obstet- 
ric case, he will not allow labor to progress to 
the point where exhaustion and shock supervene 
and cesarean section is contraindicated; neither 
will he perform the procedure among surround- 
ings which render aseptic cesarean section im- 
possible. Under these circumstances craniotomy 
is the method of choice and it carries only one 
f:fth the maternal mortality of section. 

There are certain obstetric complications 
which were treated by abdominal delivery a de- 
cade ago but the mortality was so high that 
this method was relinquished. I refer to the 
operation of cesarean section in eclampsia and 
it was this class of case that helped New 
Orleans to acquire the mortality of 16.1 per 
cent at that time. It would be gratifying if 
eclampsia could be listed as a contraindication 
but there are few cases in which section is the 
best solution for mother and child and the oper- 
ation is perhaps more useful in fulminating pre- 
eclampsia. 

Sterilization per se is never an indication for 
cesarean section. The patient should be deliv- 
ered normally and have the sterilization opera- 
tion at a proper interval. Such motives as: wish 
of the family doctor, on demand of the patient, 
economic reasons, to preserve a normal pelvic 
outlet, a recent vaginal repair, repeated attacks 
of false labor, fetal distress should be relegated 
te Lethe. 

Equally significant is the choice of the type 
of cesarean section to be performed. The clas- 
sical cesarean section is contraindicated if: (a) 
the patient is infected; (b) has been long in 
labor, or (c) has been subjected to repeated 
vaginal examinations by those whose technic 
is questionable even though no signs of infec- 
tion are apparent at the time. The classical 
section is utilized in cases of placenta previa, 
abruptio placenta and where speed is essential. 
If one is equally rapid in the cervical and clas- 
sical cesarean section the latter should be aban- 
doned. In frankly infected cases the Porro pro- 
cedure is the only alternative. 
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THE CHOICE OF OPERATION IN 
CESAREAN SECTION 


P. GRAFFAGNINO, M. D. 


NEw ORLEANS 


Cesarean section is a surgical procedure of 
major importance and is never without danger. 
While cesarean section may be simple techni- 
cally, it is, nevertheless, a serious undertaking 
for the patient. Experience shows that the 
average mortality in all cases is about ten per 
cent. One of the greatest factors in the high 
maternal mortality is the injudicious and unwar- 
ranted abuse of cesarean section; another lesser 
factor is the improper selection of the type of 
operation when indicated. 

Keen obstetrical and surgical judgment is 
required to determine conservatively when to 
operate and what type of operation to employ. 
The choice of operation depends mainly on the 
experience and ability of the operator. Every 
obstetrician aspiring to do surgical obstetrics 
must be familiar with five types of operation. 
He must know their limitations as well as their 
indications because upon his judgment in the 
selection of the proper operative procedure may 
lie the difference between life and death. This 
applies particularly to the mother. 

THE FIVE TYPES OF OPERATION 

(1) Vaginal Cesarean Section: This opera- 
tion is reserved for patients who need a rapid 
evacuation of the uterus when the pregnancy 
is not too far advanced and is especially indi- 
cated when immediate delivery arises in gravida 
with a long, rigid, undilated cervix before the 
seventh month of gestation. 

There are three absolute and cardinal requi- 
sites before this operation is attempted (Phan- 
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(1) the tissue must not be edematous 
or friable; (2) the uterus must be movable so 
that the cervix may be readily brought down in 
the vagina; (3) the pelvis must be ample and 
the child not too large. 


euf): 


The great advantage 
of this method is the extraperitoneal approach 
of the uterus. This gives greater safety than 
the abdominal approach, 

(2) Classical or Sanger Operation: This 
is the original, conservative cesarean section 
and, in my estimation, the operation of choice 
in the hands of the occasional operator. Optimal 
results are obtained if this operation be re- 
stricted to only those cases in which the opera- 
tion is done as an elective procedure; that is, 
before or soon after the onset of labor while 
the membranes are still intact or have recently 
ruptured, and to those patients in whom no 
vaginal 
been attempted. 


examinations or manipulations have 


The advantages of this method are: (1) it 
is the simplest of all section technic; (2) it can 
be done more quickly than any other type of 
section. 

The disadvantages are: (1) greater danger 
of peritonitis should infection be present in the 
uterus; (2) greater tendency toward postoper- 
ative adhesions, and complications; (3) uterine 
scar more liable to rupture in subsequent preg- 
nancies and labors. 

(3) Kronig—DeLee—Low Flap Cesarean 
Section: Time has proved that an incision 
placed in the lower uterine segment and isolated 
from the peritoneal cavity by the reflection of 
the bladder peritoneum results in definite pro- 
tection from leakage and in more satisfactory 
healing. 

This procedure is indicated in patients who 
have had an adequate test of labor, even though 
the membranes may be ruptured, provided there 
is no fever and no gross contamination through 
repeated vaginal examinations and attempts at 
delivery from below. In the hands of obstetri- 
cians of recognized ability, this operation has 
widened the field of cesarean section and has 
materially reduced the mortality and morbidity. 

The advantages are: (1) diminished danger 
(2) hemorrhage less because 
placental site is usually above line of incision; 
(3) abdominal adhesions are less by the low 


of peritonitis ; 








656 SANDERSON—Adequate Medical Care 


situation of the incision and its more perfect 
peritonealization; (4) scar is stronger and 
rupture less apt to occur; 
complications less severe. 


(5) postoperative 


(4) Porro, or Cesarean Section Followed 
by Supravaginal Amputation of the Uterus: In 
order to lessen the disastrous complications of 
sepsis and hemorrhage resulting from cesarean 
section in frankly infected cases, this operation 
was devised. The indications are: (1) severe 
sepsis in labor when vaginal delivery is unde- 
sirable or impossible; (2) presence of fibroid 
tumors complicating pregnancy rendering de- 
livery by the natural processes impossible or 
dangerous ; (3) severe and_ uncontrollable 
hemorrhage from placenta previa, ablatio pla- 
centa and uterine apoplexy; (4) placenta 
acreta, uncontrollable postpartal hemorrhage and 
rupture of the uterus. 

The advantages are: (1) hysterectomy after 
section removes a potentially infected organ be- 
fore local or systemic infection occurs or de- 
velops; (2) obvious, or extremely probable, or 
frank infection makes this the operation of 
choice because it removes the infected organ. 

(5) Portes, or Temporary Exteriorization 
of the Uterus: This operation is reserved for 
the occasional hopelessly infected patient where 
the time element is a serious consideration. 
Through a longitudinal abdominal incision de- 
livery of the pregnant uterus and its contents 
on the abdominal wall is easily and rapidly ac- 
complished. The abdominal incision is immed- 
iately closed with through-and-through sutures, 
thereby exteriorizing the uterus. After this has 
been accomplished, the operative procedure is 
similar to the classical cesarean section. De- 
pending entirely upon the amount of infection 
present and the condition of the patient at the 
time of operation, the uterus may be amputated 
or allowed to remain on the abdominal surface 
indefinitely. After the infection has subsided, 
the uterus may be returned to the abdominal 
cavity. 

, SUMMARY 


1. The vaginal cesarean section is reserved 
for patients who need a rapid evacuation of the 


uterus up to the seventh month of pregnancy. 
2. The classical, or conservative section is 


the one most rapidly and easily performed, but 


is limited to patients who are uncontaminated, 
preferably performed before, or at least shortly 
after labor has begun. 

3. The low flap cesarean section is reserved 
for patients who have had an adequate test of 
labor provided there is no gross contamination, 
or attempts at delivery from below. 

4. The Porro, or cesarean section followed 
by supravaginal hysterectomy, is indicated in 
frankly contaminated or infected cases. 

5. The Portes, operation, or temporary ex- 
teriorization of the uterus, is used in the hope- 
lessly infected patient where the time element 
is a serious consideration. 


(Symposium to be continued ) 





ADEQUATE MEDICAL CARE 


E. L. SANDERSON, M. D. 
SHREVEPORT, La. 


Medical care for the indigent and destitute is 
not an interesting subject. In this day and time 
when frankness has become brutal, one is fool- 
ish to prattle about his love and solicitude for 
the poor. Nobody truly has sympathy for that 
vast horde of humanity that never has had any- 
thing, does not want anything, and would not 
keep it if they were given everything. There 
is, of course, a small percentage of people in 
distress from various calamities beyond their 
control; with these the meanest of us sympa- 
thize, and we will even risk our lives to aid 
them. They are few and far between in ordi- 
nary times, like the immediate present. 

I love my work with the indigent and desti- 
tute sick because I am well paid for it and it 
affords me an opportunity to exercise my mind 
in planning and executing work that is very in- 
teresting to me. Take away the pay, and I will 
quit, and so would you. 

I think the first step in dealing with the medi- 
cal care of the indigent, as well as all other 
phases of Social Security, uplift, or whatever 
you want to call it, should be a complete “de- 
bunking” of the whole affair. The medical care 
of the indigent cannot be separated from the 


*Read before Tri-Parish Medical Society, Tallulah, 
La., October 6, 1937. 
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general question of medical care for every- 
body ; for the ability to pay, or in most cases the 
desire not to pay, cannot be well or even nearly 
well defined. There is a definite responsibility 
on the part of the Government for the health 
of its subjects; President Roosevelt recognizes 
it, but I am afraid they will regiment us as so 
many cattle. Governor Leche sees it and, re- 
gardless of whatever else he may undertake, 
his efforts to aid the sick in a comprehensive 
way will insure him a place in history more than 
My suggestions must not be consider- 
ed a criticism of his plan, but an elaboration. 


all else. 


He has no idea of regimenting the medical pro- 
fession starting “State Medicine”. He simply 
sees the State’s responsibility and is trying to 
meet it. It is the duty of the medical profes- 
He is the first 
Governor of this State, and perhaps of any 


sion to cooperate with him. 


State, who has started a movement to equalize 
the opportunities of the sick, in regard to medi- 
cal attention. 


What are the facts regarding the responsibil- 
ity for illness and for its treatment when it 
strikes? Is it the same kind of misfortune as 
No! 
Much of sickness is due to our coming in con- 
tact with the general public and therefore the 


being without sufficient clothes or food? 


general public is partly responsible. This ap- 
plies to every strata of humanity as well as the 
poor. Therefore, the general public should bear 
part of the expense of all illness of everybody 


(provided the citizen desires to accept such aid). 

Number one, then, is that illness is in part 
a public responsibility and the 
bear part of the expense. 


public should 
The degree of this 
public responsibility has not and cannot be ac- 
curately established, and consequently the per- 
centage of medical expense that should be as- 
sumed by the public and paid for with tax 
money, is unknown. 

This obligation on the part of the State is 
just as legitimate as the free school books, pub- 
lic schools, free roads and bridges, and other 
such services rendered the citizens and paid for 
by the State; and this partial relief from medi- 
cal expense should be available to all citizens 
alike, whether rich, poor or in between. 

At present, the indigent are occupying the 
center of the stage; all the New Dealers, up- 
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lifters, and money spenders, are weeping over 
the indigent poor, and driving the real, independ- 
ent, struggling middle class into poverty to pay 
the tax bills. They have “monkeyed’” with 
nearly every human activity in America, and 
there is now every evidence that socialized medi- 
cine is just around the corner. 

The medical profession has cried, “Wolf! 
Wolf! State Medicine! State Medicine!’’ so 
much that now, when it is really at our door 
they do not recognize it. 
tu be done and should 


Something is going 
Either the 
social service workers are going to regiment 


be done. 


the medical profession and tell them where to 
“head in” or the medical profession is going to 
lead the way for lower medical costs to the 
middle class and suggest a method of caring 
for the indigent that will not rob them of what 
little initiative they might have left but rather 
will encourage them to help themselves. 

settled 
right,” should be our slogan. The doctor has the 


“Nothing is ever settled until it is 


same right to be paid for his service ta the poor 
as the groceryman has for his groceries, 

It is highly desirable that the sick man have 
the doctor of his choice; I think this is almost 
as important as guaranteeing our rights to wor- 
ship whom we please. 

Anybody with a thimble ful! of sense knows 
that free food, free clothes, and free service can- 
not go on increasing forever. Every doctor 
knows that the Charity Hospitals are being im- 
posed upon and that the doctor is actually pay- 
ing taxes to support an activity that is in turn 
robbing the doctor of his legitimate livelihood. 
Finally 
a social service worker will be called instead of 
the doctor and the patient will be hustled off to 
a Government Hospital. 


You are becoming mere reference men. 


This is not so alarm- 
ing now, but we who work in the Charity Hos- 
pitals observe that the demand to get something 
for nothing is reaching into the strata of the 
self-supporting and even to the well-to-do. 


The day for treating illness in the home is 
passing ; it is unsatisfactory and very expensive 
to the family and community. It would be 
economy for any community to chip in and pay 
the sanitarium expense of a neighbor rather 
than experience the loss of time and demoraliza- 


tion attending sickness in the neighborhood. 
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But sanitariums are not available in all com- 
munities, and where they are near, the expense 
is prohibitive to those in ordinary circumstances 
much less the poor. 


Now, let us talk facts and sense, and not be 
slaves to precedent ; and in justice to our fellow 
man and to ourselves, let us work out a system 
of medical care for the citizens of Louisiana 
that will be adequate—yes, more, let it be the 
best: where every doctor will be free to make 
his own charges; where every patient may 
choose his own doctor. There is a right way 
for everything if men will think it through and 
be willing to treat their fellowmen as you 
would have them treat you. 


I have been in charge of Shreveport Charity 
Hospital ten years; more than 150,000 patients 
have been admitted during my time. I thought 
in the beginning that the system was faulty; I 
know it now. 


I have studied every phase of the question; 
I may be entirely wrong, but I believe I have 
the basis for a workable plan. Do not pass on 
its merits or demerits until you take time to 
think it through. Before I state my - proposi- 
tion let me remind you first that the Shreve- 
port Charity Hospital has every facility known 
to medicine for the diagnosis and treatment of 
diseases ; second, that more roentgen ray work, 
laboratory work, and other expensive tests and 
treatments are given to the individual patient 
than are given routinely to the individual patient 
in any private sanitarium in the State ; third, that 
the food, nursing care and general comfort of 
the patient are first class. This statement of 
facts is not made in a spirit of bragging. The 
State is paying for it, not we who have charge. 
But it is preparatory to the fourth observation 
which is that the average stay of a patient is 
about twelve days and that the entire cost of 
his stay is about eighteen dollars, even should 
he have the use of the operating room, ethylene 
gas, and a dozen laboratory tests or what not. 
Fifth, at least 75 per cent of our patients could 
pay this eighteen dollars and a doctor’s fee of 
some kind. And many of them would gladly 
do so, but they cannot pay sixty dollars for a 
room, five dollars for laboratory fees, twenty 
dollars for operating room and extra for serv- 
ices, and ten to a hundred dollars for roentgen 


rays and twelve dollars a day for special nurses 
if they use them. 

Here is my suggestion: Have no more 
Charity Hospitals in Louisiana. Take the two 
million dollars a year now being spent for 
maintenance of the New Orleans and Shreve- 
port Charity Hospitals and build and equip a 
hospital in reach of every citizen of our State 
just as we have built high schools. The buying 
power of such a system and the interchange of 
nurses and internes with the saving that would 
come from coordinated action, will easily reduce 
the cost of hospital care to less than eighteen 
dollars for a patient’s whole illness. 

Let every citizen, at the time he signs the 
poll book each year, declare his economic status 
as well as name his dependents, provided he 
feels that, in case of illness during the year, 
he would need financial assistance to some 
degree. 

The Social Security would be furnished this 
list and would proceed to investigate and certify 
these people and classify them into three groups, 
and issue them a card accordingly. 

No, 1. Those who are on relief and who 
cannot pay any hospital bill or doctor; they 
would be admitted and treated without any 
charge just as we now treat all who enter 
Charity Hospital. 

No. 2. Those not actually on relief but who 
are barely making their own way; give them 
free hospital care but require them to employ 
the physician of their choice and pay for same 
themselves. The. medical profession should 
have a special low rate for this class. 

No. 3. Those making a living and able to 
have some of the luxuries—what is known as 
our middle class; they should pay the hospital 
the actual cost, in advance, for hospital service 
and employ their own doctor at whatever finan- 
cial arrangement they might agree upon just as 
is done in private practice. 

The State will save two million dollars per 
year; the doctors will receive their just com- 
pensation like every other profession ; all classes 
will receive adequate medical care near their 
homes, and maintain their self respect ; and last 
and perhaps greatest of all, it will develop bet- 
ter doctors and specialists all over the State. 

Then, and not until then, will State Medicine 
no longer be necessary or desirable. 
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Will there be opposition to such a plan? Yes, 
and you know from what source. But it would 
be better that a few doctors who own sani- 
tariums and use them to draw patients away 
from doctors who have no such connections; it 
would be better that the few take their places 
in fair competition with their brother physicians, 
than for the whole profession to be regimented 
and dictated to by social workers. 


Some will say the next step would be to em- 
ploy doctors by the month or year to treat pa- 
tients; that is where I can speak with knowledge 
and authority: We have splendid physicians at 
Charity Hospital but the patient will persist in 
telling us what his home doctor said and he al- 
ways speaks of him as “the” doctor as though 
we, who are now to take care of him, are mere 
hirelings and to be watched (I hope they are 
not too often correct). 


No. they want to select their own doctor; 
that is the American spirit; it is the attribute 
that makes Americans, Americans. If we allow 
this spirit to be crushed out, then freedom is 
in danger. The true American does not want 
“charity” even when he is sick; and if our Gov- 
ernment would only guarantee to us “justice,” 
we would need little or no charity. 

There is a rumor that Louisiana is to be the 
“proving ground” of State Medicine. It is be- 
ing circulated by the same people who have al- 
ways cried, “Wolf,” but offered nothing to make 
State Medicine undesirable and unnecessary. 
Louisiana could be the proving ground of a 
system of fair play in medicine. 


At present, the doctor who is not connected 
with a sanitarium is between two millstones— 
the Charity Hospital on one side and the medi- 
cal and surgical clinic on the other. The in- 
dependent doctor like the independent business 
man, hewed from the wilderness a great United 
State. Our freedom demands that the doctor 
still be independent, else he will go the route 
of the independent merchant, down the throat 
of “chain enterprise’, on the one hand, or put 
out of commission by regimentation on the 
other. 

Our State is widely known for its initiative ; 
our Governor is interested and anxious to place 
medical attention in the reach of all. His pres- 
ent plan is perhaps the best and only thing to 
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de in an emergency ; it does not reach the mid- 
dle man who is not poor enough to enter 
Charity Hospitals but has not the money to go 
to private institutions. At any rate, it is the 
first attempt to correct the weakest link in 
Louisiana’s chain of progress. 

At present the revenues of the State are such 
that much charity is possible; there will come a 
time when the paper mill and oil rig will have 
drained our state of the last resource and the 
change will have to come at a time when we will 
be least prepared to meet the adjustment. 


I repeat, “Nothing is ever settled until it is 
settled right.” 





SOCIAL SECURITY AND PUBLIC 
WELFARE 
A SYMPOSIUM* 

THE RELATION OF THE MEDICAL 


SOCIAL WORKER TO THE PHYSICIAN 
BEATRICE HODGE} 


NEw ORLEANS 


In addressing a group such as this I would 
not have the temerity to attempt to define the 
therefore, I 
found 
is the art or 


practice of medicine; 
sulted the 


“Medicine 


con- 


dictionary and this defi- 


nition : science of 
healing diseases.” My association with doctors 
has taught me that this is, in fact, a very nar- 
row definition,—we all realize that disease does 
not occur in a vacuum. I remember hearing a 
talk by Dr. Roscoe R. Spencer, United States 
Public Health Service, in which he made the 
following statement: “It is as important to 
know what kind of patient the disease has as 
it is to know what kind of disease the patient 
has.” To know the patient implies a great many 
things, and it is in this field that the medical 
social worker is trained and makes her contri- 
bution. The medical social worker is a techni- 
cian trained in the social aspects of disease, and 
in this capacity she can extend the effectiveness 
of the doctor’s services in numerous ways. 


_ 


*Read before the Orleans Parish Medical Society, 
October 11, 1937. 

7Director, Social Service Department, 
Hospital of Louisiana at New Orleans. 


Charity 
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A generation ago the family doctor with his 
horse and buggy was able to visit in the homes 
of all his patients. He knew them intimately 
and was familiar with the whole background 
of their lives; it was a simple thing for him to 
know the patient as well as the disease. How- 
ever, with the growth of large cities, where one 
no longer knows one’s neighbors, and with the 
crowded conditions of hospitals and clinics, it 
became increasingly impossible for the physician 
to know the patient’s home conditions, his in- 
heritance, his domestic problems and his mental 
worries. Is this not a handicap to medical treat- 
ment and diagnosis ? 

SPECIFIC EXAMPLE OF SOCIAL AID 

A medical social worker can be of assistance 
here because one of her functions is to in- 
terpret to the doctor the environment of the 
patient and to secure past medical and social 
data for him. A girl of fourteen comes into the 
medical ward of a hospital with a thyro-pitui- 
tary disturbance which has resulted in her not 
growing ; she is 474 inches tall, not quite four 
feet. Because of her affliction she is sensitive 
and has refused to play with other children. 
The doctor wishes to find out if there is an ac- 
companying mental retardation. Was the pa- 
tient abnormally small at birth, did she grow 
normally the first year, was there a sudden halt 
in growth later? What past illness had she 
had and what was the physical condition of the 
other members of the family? The psychometric 
test showed a mental age of nine years and ten 
months, her I. Q. being 72 plus, borderline in- 
telligence. The patient’s delivery was normal 
but she had bow legs at birth and did not walk 
until she was nearly three. She did not grow 
fast and during the past few years had shown 
no increase whatever; the parents and other 
five children are of normal height. The parents 
believed a doctor could do something to make 
the patient grow, as medicine was doing such 
wonderful things these days. Now that she 
was fourteen years old she was terribly con- 
spicuous in her community because the people 
knew she was no longer a child. To make the 
family of the little fourteen year old girl with 
the pituitary disturbance consent to let her stay 
in the hospital for nearly a year and to get the 
girl herself ready to accept such a long separa- 


tion was a matter of much interpretation, 


Medical social work originated with a doctor 
who was concerned with the fact that patients 
who came to the clinic were not getting the re- 
lief and assistance for which they came to the 
hospital. They were utterly unable to carry 
cut the physician’s order for proper diet, vaca- 
tion, rest, change of work, either because they 
did not understand or did not have the ability 
to do so unassisted. To make a person realize 
that he must follow a diabetic diet means a long 
process of interpretation both to him and 
tc his family. To tell a washerwoman who has 
eczema of the hands not to put them in water, 
to tell an expressman who has hernia not to 
strain himself by lifting heavy weights, to tell 
a mother of seven children to stay in bed most 
of the day, are only some of the dilemmas that 
confront the doctor in the clinic. To prescribe 
glasses, back braces, orthopedic shoes, a set of 
teeth, when the doctor realizes that nothing can 
he done about it, is discouraging. Dr. Cabot 
describes this situation vividly in his first an- 
nual report when he says, “there occurs many 
times each year a scene not unlike that de- 
scribed in “Alice in Wonderland.” 


“Have some wine,” said the Hare. 
“I don’t see any, said Alice. 
“There isn’t any, said the March Hare.” 


Social service is not a solution § for these 
problems, but it can offer definite lines of as- 
sistance to the physician which may lessen cer- 
tain discouraging aspects of clinic service. It 
can help make treatment possible by bringing 
the resources of the community to aid the pa- 
tients in carrying out this treatment. To go 
back again to our little fourteen year old girl. 
After nine months’ stay in the hospital, from 
January to September, where she improved 
markedly, the doctors decided that hospital care 
was no longer necessary provided she could get 
the medication at home. She had grown from 
47 inches to 52 inches. She had been treated 
steadily with anti-pituitary hormone and _ thy- 
roid extract. The prescribed medication from 
now on was to be a half grain thyroid extract 
twice a day and anti-pituitin, 2 c.c. hypoder- 
matically, three times a week. 

The family could not afford to buy the 
medicine nor were the local agencies in the lit- 














HopGeE 





tle town able to help. The hospital agreed to 
give the treatment free, but it would be neces- 
sary for the girl to find a place to stay from 
September to June. At this point, the resources 
in New Orleans were tapped and the child was 
placed in an orphanage where she could get 
both medical treatment and go to school. Volun- 
teers and the Social Service Department brought 
her to the hospital for the treatment and in 
June she measured 55 inches, a gain of eight 
inches since her first admission to the hospital 
one and a half years before. 


The doctors at this time thought it was 
problematic about pituitary extract improving 
her condition and decided to put her on thyroid, 
two grains a day. The family agreed to see 
that she got this medicine at home. She is to 
return to the hospital every six months for a 
check-up. Since treatment, the patient’s gen- 
eral attitude has improved, her personality has 
developed, and she is now able to adjust to her 


home environment. 
SOCIAL WORK AT NEW ORLEANS 
CHARITY HOSPITAL 

Because Charity Hospital serves the entire 
state, the Social Service Department necessarily 
has to do much of its work by correspondence. 
The doctor wishes a neurologic history on a 
social 
agency in the parish; he wishes to know if a pa- 


patient; an outlined form is sent to a 


tient can afford to buy a brace; the agency is 
written to for a financial report on the family 
asking that, if the family cannot 
brace, the agency try to secure it. 


supply the 
A patient is 
discharged from the hospital with diabetes ; the 
doctor's recommendations for diet are sent to 
his family or to a social agency. Frequently, we 
refer, to doctors in the parishes, cases in which 
there is both a serious medical and social prob- 
lem. On a great many of these we have had 
excellent cooperation. Also, we receive letters 
from doctors referring patients to the hospital 
requesting a full medical report. 


Another aspect which confronts the doctor in 
a clinic is that so few of the patients come back 
for second visits. How is the doctor going to 
know the success or failure of his work when 
he has no opportunity to carry through his plan 
of treatment or even to make a diagnosis? It 


is therefore apparent that some system of fol- 
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low-up should be inaugurated to aid the doctor. 
The medical social worker can be of immeasur- 
able help here as she can see that the patient 
reports for treatment when the doctor advises 
it, that he understands the directions and, if he 
is unable to carry out the recommendations un- 
assisted, that some provision will be made to 
help him. Experiments have shown that in a 
three months’ study of a clinic, the number of 
cases with deferred diagnosis reached 46 per 
cent, while during the same period when there 
was a social worker in the clinic the number 
fell to 6 per cent. 


A great deal can be done also in educating 
the medical students in the social aspects of 
disease. Medicine is not a trade but a profes- 
sion to be entered. Many medical schools are 
concerned with the fact that good practice not 
only presupposes an understanding of the 
sciences which contribute to the structure of 
modern medicine, but that a sound professional 
training should include a much broader equip- 
ment. The late Dr. Francis Peabody said that 
while the treatment of a disease may be entirely 
impersonal, the care of the patient must be 


completely personal. 


“When a patient enters a hospital, one of the 
first things that commonly happens to him is 
that he loses his personal identity. He is gen- 
erally referred to, not as Henry Jones, but as 
“that case of mitral stenosis in the second bed 
on the left . . The disease is treated, but 
Henry Jones, lying awake nights while he wor- 
ries about his wife and children, represents a 
problem that is much more complex than the 
pathologic physiology of mitral stenosis, and he 
is apt to improve very slowly unless a discern- 
ing interne happens to discover why it is that 
even large doses of digitalis fail to slow his 
heart rate .. . . Sickness produces an abnormal- 
ly sensitive emotional state in almost everyone, 
and in many cases the emotional state reper- 
The 
pneumonia would probably run its course in 


cusses, as it were, on the organic disease. 


a week, regardless of treatment, but the ex- 
perienced physician knows that by quieting the 
cough, getting the patient to sleep, and giving 
him a bit of encouragement, he can save his 
patient’s strength and lift him through many 
distressing hours.” 
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Good medical social work implies also that 
an understanding relationship shall exist be- 
tween the social worker and the physician. 
There are good relationships and poor relation- 
ships, due perhaps to the lack of real psycho- 
logic insight on the part of both the physician 
and the social worker. Frequently, lack of time 
may be the cause. The physician has too many 
patients to see and the social worker is too im- 
mersed in the details of her job in making the 
machinery of the hospital run smoothly, to 
realize that unless she and the visiting men and 
the interne come to a mutual understanding 
of how one can help the other, little may be 
accomplished. Medical social treatment, like 
medical socia! diagnosis, is largely a joint un- 
derstanding of the doctor and the social worker. 

SUMMARY 

May I plead for good relationships between 
the physicians and social workers in our com- 
munity? We already have a beginning in the Ad- 
visory Board of the Gulf District of the Ameri- 
can Association of Medical Social Workers 
which has a membership of eleven doctors. 
Then, too, is not this medical symposium a sec- 
ond step from which we can expect splendid re- 
sults? Surely, it is a challenge to us, for we 
realize only too well that the medical social 
worker must be on the alert and must be suf- 
ficiently articulate as to her function in the hos- 
pital and clinic and the underlying principles of 
social work, if she is to interpret adequately to 
members of a profession trained in the chal- 
lenging of ideas. 





SOME PHASES OF THE SOCIAL 
SECURITY ACT 
ELIZABETH WISNER, Ph. D.+ 
NEw ORLEANS 


It is fortunate that my brief talk is limited 
to some phases of the Social Security Act as 
the Act itself contains eleven titles and more 
than 80 sections and deals with so varied an 
array of social, economic, health and education- 
al problems that only a battery of experts could 
adequately discuss the Act. Broadly speaking, 
the Act includes certain social insurance fea- 


tDean, School of Social Work, Tulane Univer- 
sity, New Orleans. 


tures, a threefold public assistance program, 
certain public health and child welfare measures, 
vocational rehabilitation of the handicapped 
and certain tax measures. As a statement of so- 
cial policy, the federal Social Security Act is 
the most important piece of social legislation 
ever enacted in the United States. But from 
the standpoint of structure, it is a complicated, 
amorphous statute which undoubtedly will be 
broken down into its component parts through 
subsequent revision. If we are acquainted with 
the experience of other countries which passed 
similar provisions many years ago, we will be 
prepared to be patient with a new program that 
may creak badly for a considerable length of 
time. The unemployment insurance scheme in 
England, for example, has been amended on an 
average of at least twice every year since it 
was first instituted 25 years ago, and it is cer- 
tain that every title of the Social Security Act 
will be amended from time to time. Most social 
legislation is experimental in nature and only 
through research and study will we find the ad- 
ministrative machinery best suited to our Amer- 
ican system of government. 
GENERAL FEATURES OF THE ACT 

I shall only attempt to touch upon the public 
assistance features of the Act, namely, old age 
assistance, aid to dependent children and aid to 
the blind. First, let us consider the fact that 
the relief of distress has been an acknowledged 
function of government for centuries. Contrary 
to lay opinion, poor relief or public assistance, 
as it is now called today, was, from the begin- 
ning of the American Colonies, accepted as a re- 
sponsibility of local government. Historically, 
ir. this country public welfare antedates private 
social work and the efforts of volunteer agencies. 
The insistence, for example, by former Presi- 
dent Hoover, when federal funds for aid to the 
unemployed were first agitated, that the support 
of this large group of American citizens should 
be left to private agencies as the traditional 
American way of doing things simply illustrated 
Mr. Hoover’s ignorance of the subject. Even in 
Louisiana, we have had a law on our statute 
books since 1800 requiring the parishes to care 
for the aged, the sick and the dependent. Most 
states antedated us many decades in making 
some provision for the care of dependent per- 
sons out of tax funds, 
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In adopting the Federal Emergency Act, Con- 
gress, for the first time, recognized that the 
amelioration of destitution was a problem within 
the sphere of the national government. In enact- 
ing the Social Security Act, Congress has pro- 
vided a permanent program designed to prevent 
destitution and to promote security and has 
offered the state and localities the financial as- 
sistance and cooperation of the federal govern- 
ment. The public assistance features of the Act 
are based on the grant-in-aid principle which 
has long been used to aid the states in agricul- 
ture, vocational education, public highways, and 
health. As a result, the source of financial sup- 
port is broadened and states like Louisiana gain 
considerable through the grants of federal funds 
to match state and local contributions. 


THE ACT IN RELATION TO LOUISIANA 
We are perhaps most concerned as to the 
effect of the public assistance measures in our 
The federal provision for Aid to 
Dependent Children is, of course, based on our 
American experience with the mothers’ pensions, 


own state. 


or mothers’ aid, a movement which started in 
1911. The principle behind the movement which 
finally spread to nearly all of the 48 states was 
that widows and their children, deprived of the 
support of the breadwinner and dependent upon 
the community for support, should be main- 
tained adequately at public expense in order to 
insure a normal home for the children. In Lou- 
isiana, we passed a Children’s Aid Bill in 1930 
but, due to lack of a state appropriation, never 
put the measure into effect until 1936 when 
federal funds became available to the state. As 
it now stands the federal government will reim- 
burse the State of Louisiana one-third of the 
total expenditure of the state on its program of 
aid to dependent children up to a combined 
maximum of $18 per month for one child in a 
home and $12 for each additional child. 


In respect to Old Age Assistance, except in the 
Parish of Orleans, we had no state-wide provi- 
sion for an ever-increasing group of aged de- 
pendents until the Social Security Act was passed 
and the state, through its public welfare act, 
provided a basis for matching funds. No fea- 
ture of the Social Security program has perhaps 
such wide-spread popular support as the old age 
benefits and the old age assistance provisions. 
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The success of the Townsend Movement lay not 
in its crack-brained, impractical proposal but in 
popularizing an acute social problem, namely, that 
of the aged worker discarded at an increasingly 
early age by an industrial system conditioned 
by technologic development. 
Townsend Movement made the aged articulate 
and no elective official today would hesitate to 
support adequate care for our dependent aged 
population, 


Moreover, the 


To the medical profession, old age assistance 
is of special significance in that a large number 
of persons in receipt of such assistance suffer 
from chronic disease in some form or other. Our 
problem is not just that of dependency but of a 
new and wider attack upon the whole area of 
the chronic and crippling diseases from which so 
large a share of the general population suffers. 
That is why mere relief or cash benefits to the 
aged poor is not enough and why medical care 
and supervision are important. For, if we use 
this opportunity to provide adequate medical 
care in our clinics and hospitals and inaugurate 
a program of observation, research and careful 
follow-up, untold benefit to all mankind may 
result in an area in which medical progress has 
been retarded. 


As to Aid to the Blind, the third form of 
public assistance provided in the Social Security 
Act, we have had blind pensions in Louisiana 
since 1928, when the legislature provided that 
the police juries of each parish provide a sum 
not to exceed $300 annually to each “needy, 
adult blind person” in the parish. In 1934, this 
was amended to require the parishes to pay at 
least $10 per month to each person certified for 
a pension. Blindness was not defined in the 
Act and to be eligible for a pension, the person 
must be 60 years of age or more, or totally in- 
capacitated, and the Act was more in the nature 
of a pauper provision than a modern blind pen- 
sion. Since the funds available were dependent 
upon the local police juries, certain parishes 
made no provision for the blind. Pensions ranged 
from $5 to $25 per month and, in 1934, of the 
1400 blind persons known to the State Board 
for the Blind, only 375 were receiving pensions. 
During that year Orleans Parish appropriated 
$7,700 for approximately 300 blind pensioners. 


In 1935, the administration of blind pensions in 
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Orleans Parish was taken over by the New Or- 
leans Department of Public Welfare, but pre- 
viously the fund was administered by a repre- 
sentative of the state board who was himself 
blind, and who was responsible for determining 
who was in need and eligible for a pension. 
Under the old act, as I have pointed out, there 
was no definition of blindness in the act, and 
the fact of the applicant’s blindness was estab- 
lishd merely by a certificate from any recog- 
nized oculist. The oculist was not required to 
indicate the degree of the applicant’s blindness 
or to diagnose the cause of blindness, In con- 
trast, the present Act defines blindness and pro- 
vides that an examination must be made by a 
physician skilled in the diseases of the eye desig- 
nated by the State Department of Public Wel- 
fare to make such examinations. 


The foregoing discfission is very sketchy in- 
deed and I have not attempted even to suggest 
the highly technical problems which are inherent 
in the administration of these three forms of 
public assistance. Rather, I wish to emphasize 
the larger issues which are of concern to the 
taxpayer and the public as a whole. And there 
is one issue, or rather one question, of social 
It is 
that our experience covering a period of over 


policy about which I feel very strongly. 


300 years in the administration of relief to per- 
sons in need indicates that merely the granting 
of relief is not enough, or, as the English ex- 
press it, “maintenance is not enough.” By this, 
I mean that unless we provide certain preven- 
tive services, such as adequate health, housing, 
facili- 
ties, so as to insure better standards of living 
and the proper growth and development of the 
children in these families, we do not get adequate 
return on the investment of our tax dollar. And, 


educational, recreational and vocational 


eventually, as citizens, we pay out additional 
taxes in the care of the tuberculous, the juvenile 
delinquent, and in our attempt to meet the end 
result of other preventable health and social 
problems. If we can only see the possibilities of 
a preventive program, as well as one of the 
relief of destitution, we will, as tax payers, sup- 
port an adequate administration of these services 
which means that a fair proportion of the large 
funds now being spent must go towards the 
employment of sufficiently qualified personnel. 
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Otherwise, no attack upon the preventive side is 
possible. 
SUMMARY 

May I sum up the broad purposes of the 
Social Security Act as follows: “It hedges the 
major hazards of life about with safeguards 
which neither the individual alone nor industry 
unaided can provide. The life of the worker is 
continuous. The income from his job obeys the 
tides of the market; his expenses click on end- 
lessly with the clock. This is a case for unem- 
ployment compensation, The worker's living 
comes from his job; yet his life is likely to out- 
last the skills which he can market. Neither 
wages nor savings can be depended upon to pro- 
tect him against want in old age. The way of 
individual provision is beset with too many perils 
for safety. This is the case for old-age benefits. 
A number of hazards which no one can control 
are inthe path of every man and every woman 
—a dependent childhood, blindness, disability, 
the need for maternity care, an indigent old age. 
This is the case for public assistance and special 
services for health and welfare.”! Here is the 
key to the Social Security Act. 





1. First Annual Report of the Social Security 
Board, 1936, p. 6. 





THE STATE HOSPITAL AND WELFARE 
BOARDS 
O. P. DALY, M. D.7 


LAFAYETTE, La. 


It is an honor to be with you at this meeting 
of the members of The Orleans Parish Medical 
Society. It is a very special honor to represent 
The State Hospital Board and its Director, A. R. 
Johnson. May I at this time, express my appre- 
ciation to the members of The Orleans Parish 
Medical Society, its officers and to those of 
you who through your invitation to Mr, John- 
son, have made it possible for me to be here. 
May I preface my remarks by saying that any 
statements made by me, do not apply either to 
the Charity Hospital here in New Orleans, or 
to the Shreveport Charity Hospital. These two 





+Superintendent of the Lafayette Charity Hos- 
pital Unit of the Louisiana State Hospital Board, 
Lafayette. 
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institutions are under a different administrative 
department. 


Throughout the civilized world the payment 
for nursing care, and for general hospitaliza- 
tion of the indigent sick is being increasingly 
recognized as a legitimate relief expenditure. 
Just a short while ago, limited funds were al- 
lotted to care for the sick in their own homes, 
and nursing services were secured from private 
agencies with assistance from Washington,— 
that is, federal funds. Public health nursing 
programs,—for we can hardly call them hos- 
pitalization programs,—included such activities 
as bedside care, school health work, tuberculosis 
nursing, and other general immunization and 
nutrition projects. 


It is probably too soon to evaluate the prog- 
ress made by these federally administrated nurs- 
ing projects. Only a handful, perhaps a half 
dozen states, have reported any tangible results 
of their efforts. Fewer still have given concrete 
indication of the permanency or intended per- 
manency of the program. The move was not 
without merit. The results, if it were possible 
to obtain results, are bound to show an infinite 
and substantial service to the needy people who 
benefited under this program. We, as members 
of the medical profession, must concede that 
whatever was administered, 
was better piecemeal than none at all. I have 


medical attention 


stated that few states have reported any tangible 
results derived from this inadequate, though 
beneficial, movement. Louisiana, as you know, 
was not among those few states. In increased 
community understanding of the hitherto un- 
recognized need for an adequate hospitalization 
program for the poor, tangible results are cer- 
tain to appear. 


The has witnessed remarkable 
advances in official health administration, which 
we might quote in popular jargon of today as 
“mass distribution.” 


past decade 


Scientific knowledge, how- 
ever, has far outstripped its effective applica- 
tion. This is not the fault of the agency, whether 
it be federal, state, or local but rather of a non- 
receptive and ill-informed public. Since the 
legal authority under which our official health 
facilities must be maintained is derived from 
the people, it is they who must be wise enough 
both to provide that authority, and to submit 
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to the regulations and provisions emanating 
from that authority. An informed and enlight- 
ened public, therefore, is the inevitable prerequis- 
ite for a successful health or hospitalization 
program. Louisiana has displayed the desire 
te help its needy people by creating by special 
legislation, a state hospital board, and invest- 
ing in this board the necessary power and au- 
thority to effect an adequate free hospitalization 
program through the State. 

During the regular session of the legislature 
in 1936, the State Hospital Board was created in 
conjunction with 13 other measures, all of 
which have to do with social welfare. At that 
time the lawmakers of this State created the 
State Department of Public Welfare, through 
which the public assistance provisions of the 
Federal Social Security Act could be made 
operative. 

The law states “Whereas, the facilities of the 
State owned institutions for such purposes are 
in central locations and, whereas, due to dis- 
tances, care and treatment of indigent and desti- 
tute sick persons are often delayed thereby en- 
cangering the public health,” there shall be in- 
stituted a number of small hospitals and wards 
throughout the State. 


ORGANIZATION OF STATE WELFARE BOARD 

The State Welfare Board was appointed by 
1936, and in- 
cluded E. A, Conway, Chairman; Mrs. Bolivar 
E.. Kemp, Charles I. Denechaud, J. L. Keenan, 
and E. Bernard Weiss. A few days later the 


Governor Leche in December, 


board elected A. R. Johnson as Commissioner 
of Public Welfare. 

Following the provisions of the law, Commis- 
sioner Johnson immediately set about organizing 
a board of public welfare in each of Louisiana’s 
64 parishes. He obtained lists of outstanding 
citizens in each parish. From these lists, he and 
the board chose ten names and submitted these 
to the parish police juries, The police juries 
then elected five persons from the ten to serve 
as the parish board of public welfare. In your 
parish, Orleans, 14 names were submitted to 
the Commission Council, and seven were se- 
lected to form the Parish Welfare Board. 

In cooperation with the Commissioner, each 
Parish Board then organized a parish Depart- 
ment of Public Welfare to act as an investiga- 
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tive and service agency for the ultimate admin- 
istration of public assistance to the needy and 
handicapped people of this State. 

Because of its greater magnitude and com- 
plexity, the organization of Public Welfare 
Boards and Departments took precedence over 
the State Hospital Board. When this work 
finally had been completed and every Parish 
had a functioning Board and Department of 
Public Welfare, the Governor then launched the 
charity hospitalization program by naming the 
State Hospital Board. The members are: Gov- 
ernor Leche, ex-officio chairman; Mrs. Bolivar 
Kemp, Mr. E. A. Conway, Mr. J. L. Keenan 
and Mr, C. I. Denechaud. 

Since the services of the Hospital Board were 
to be for people who were so poor that they 
could not afford to pay for private treatment, 
it was not only logical but inevitable that the 
investigation and social service work of the new 
hospitals should be supplied through the Parish 
Welfare Departments which were already 
familiar with local conditions, already staffed 
with trained workers, and already enjoying the 
cooperation and confidence of the local physi- 
cians. 

Continuing this principle of coordinated ad- 
ministration and the use of existing facilities, 
the state hospital board then chose as its direc- 
tor, Welfare Commissioner A. R. Johnson. 

Field representatives of the State Welfare 
Department began the survey of the entire state 
tc determine the most strategic points at which 
to establish Charity Hospital facilities either 
through contract beds with private institutions, 
outright purchase of existing hospitals, or con- 
struction of complete new units. 

The survey disclosed that the two logical 
points for beginning the program were Alexan- 
dria and Lafayette, thriving population centers 
almost equidistant from the Charity Hospitals 
at New Orleans and Shreveport and from each 
other. 


I am speaking to you tonight as an authorized 
representative of the State Hospital Board. I 
am also speaking as a doctor to doctors. You 
are members of organized medicine; so am I. 
Things which interest you, and affect your wel- 
fare also interest me and affect my welfare. 
One of the questions which interests you is 


just what effect the State Hospital Board Pro- 
gram is going to have on the practice of medi- 
cine within the State of Louisiana. As you 
know, conditions governing the practice of medi- 
cine are undergoing changes with a rapidity 
almost impossible to follow. These changes are 
not confined to Louisiana, but are nation-wide, 
and even world-wide. The thinking members of 
the medical profession realize full well that 
changes are inevitable, and in some manner we 
must adjust ourselves to these changes as they 
come. 


In so far as the State Hospitalization Pro- 
gram is concerned, I do not believe that you have 
cause for undue anxiety. I am absolutely con- 
vinced that Governor Leche, Mr. Johnson, and 
the members of the State Hospital Board are 
sincerely earnest in their desire to do nothing 
which would injure the practicing physicians of 
the State. This has been very clearly demon- 
strated in Lafayette in Lafayette Parish where 
the Lafayette Charity Hospital is in operation. 
In common with all of you, the doctors of La- 
fayette Parish were very much concerned about 
the opening of a Charity Hospital in their com- 
munity. We felt, frankly, that it would affect 
our means of livelihood. I am glad to say to 
you that this anxiety has been removed. The 
physicians of Lafayette Parish and the sur- 
rounding communities are now thoroughly in 
accord with this movement. The Lafayette 
Charity Hospital has absolutely 100 per cent 
support and cooperation from the physicians of 
Lafayette Parish. 


I have personally contacted every physician in 
the Parish, and can assure you that these doc- 
tors are now heartily in favor of the Lafayette 
Charity Hospital, and the manner in which it is 
being conducted. One point I would like to 
bring home to you, and that is that these hos- 
pitals are for the care of the poor, and the poor 
only. This is absolutely true, No individual, re- 
gardless of position, influence, or otherwise, 
can possibly obtain admittance to one of these 
institutions. There is one rule, and only one 
rule. The applicant must be unable to pay for 
medical services before he or she can be ad- 
mitted to the Hospital. 


Commissioner Johnson asked me to put across 
to you one point. To quote him: “No man, 
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woman or child will be allowed in our charity 
hospitals—that is, hospitals under the State 
Hospital Board—unless they are positively cer- 
tified relief clients or cases of absolute emer- 
gency.” By the term “emergency,” he meant 
people in automobile accidents, emergency births 
o1 the like—and I shall never forget his sincerity 
of purpose and the determination on his face as 
I left him in Baton Rouge and he said, “Dr. 
Daly, be sure to tell those doctors that they 
are running this party, not the Hospital Board, 
not the Governor, and net I.” 


A. R. Johnson’s only thought is to help those 
who cannot help themselves and to beg the co- 
operation of the Louisiana Medical Fraternity. 

And it was his idea that a Committee consist- 
ing of seven physicians from the Parish of La- 
fayette be appointed as a Safety Committee for 
the physicians’ interest. This Committee has 
been selected and they meet once a week, in- 
spect every patient in the Hospital, inspect the 
record of every person admitted during that 
week, and report to me as Director any irregu- 
larities found. So far, they have found one 
patient they felt should not have been placed in 
the Hospital, This patient was promptly re- 
turned to her home, with instructions to report 
to her personal physician. 

The Presidents of the Parish Medical Socie- 
ties of the Parishes to be serviced by this Hos- 
pital will be contacted in the near future and 
will be asked to appoint a Committee from their 
respective parishes to act in a similar capacity 
to the one from Lafayette Parish. This, I be- 
lieve, should convince you that every effort is 
being made to see that only the poor are ad- 
mitted to these Hospitals, and that the physi- 
cians’ interest will be protected. 

If you can see it as I see it then you will un- 
derstand that a little more than a year ago repre- 
sented Louisiana’s “coming of age’’; in the sense 
of approaching our problems of economic inse- 
curity, in an orderly, well organized and plan- 
ned manner, we believe our State is leading all 
the other forty-seven. 

Very few people now would argue that the 
State should do nothing to protect its citizens 
against the hazards and hardships born of pov- 
erty, but not so very long ago there were many 
people who did argue just that. It was not so 
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long ago that the general consensus was that any 
one who really wanted a job and was able to 
work, could find employment. Things are better 
now they tell us, and depression is over. Things 
are better, and the terrorizing word depression 
may have lost its former significance, but pov- 
erty and suffering caused by want is stili dis- 
couragingly prevalent. We doctors realize the 
truth or fallacy of that statement better than 
any one else. How much poverty do we see in 
our rounds every day? How many patients 
do we treat every year out of the goodness of 
our hearts, and our inability to let our fellow 
man suffer when we can ease that suffering, 
just because they could not pay for our ser- 
vices? Doctors know better than any one else 
the need for State-wide free medical services 
to those who are so unfortunate as to be unable 
to pay for private medical attention, because 
they know the value of human lives, and they 
know have been lost because of 


how many 


neglect caused by poverty. 


Time will not permit me to discuss in detail 
the disastrous effects that unemployment, acci- 
dent, sickness, and premature death have on the 
economic security of the individual and_ his 
family. Certainly no one would deny that these 
hazards exist in good times as well as bad. But 
what many of us may not appreciate is that even 
in periods of general prosperity there is a large 
proportion of our people whose incomes are 
wholly insufficient to protect them against such 
hazards; medication, hospitalization and doctors 
having long been considered luxuries to these 
people, 


few indi- 
viduals, and we doctors have tried to do what 


we could to ease the suffering of needy people 


Private charities, churches, some 


who were in desperate want of medical care. 
The progress has been helpful, the drain on our 
health and our finances has been staggering, but 
the accomplishment in its entirety, inadequate. 
This program, by virtue of its nature, its in- 
tensity, and its vastness should and must have 
the word “inadequate” stricken from its three 
essentials, finances, trained personnel, and or- 
ganization. By organization, I mean those in- 
vested with proper legal authority to administer 
the program; we were given that legal authority 
by the lawmakers of this State who created and 
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enacted the Social Welfare laws at the last Ses- 
sion of the Legislature. By trained personnel, I 
mean, doctors, nurses, medical social workers, 
and the subsequent office and clerical personnel. 
By adequate finances, I mean a regular and ade- 
quate source of revenue which will enable us 
to carry on without interruption—these funds 
will and must be provided. 
SUMMARY 
There may be some few conscientious objec- 
tors to this state-wide hospitalization and general 
public welfare program. It was to be expected. 
These objectors contend that recipients of pub- 
lic assistance or public free hospitalization, or 
so far as that is concerned, aid in any form, 
will always be dependents or vagrants and as 
such, should be ignored, This vision is a cramped 
one; a vision which is fraught with despair and 
futility; a vision which will tend not only to 
destroy the underprivileged, but one which will 
kill their faith in all humans. Fortunately for 
Louisiana, the entire public welfare system has a 
man at the helm who sees a sane future. I 
prophesy that Louisiana’s ranks of under-priv- 
ileged will be greatly reduced under his able 
direction, and, with the valued and essential 
cooperation of the doctors to whom he is look- 
ing, the lives of our men, women and children 
will have been not only prolonged but made 
much happier and healthier. 





FEDERAL AND STATE PROGRAM FOR 
MATERNAL AND CHILD HEALTH 


R. W. TODD, M. D.7 
NEW ORLEANS 


The health of the citizens has always been the 
responsibility of the state. Whether or not it 
has been the concern of the state—is another 
question. In primitive society, men of the tribe 
were required to give services for a common 
cause without expenditures of money. In civil- 
ized society, men of the tribe are still required 
te give their services for a common cause—but, 
with this difference: There needs must be 
expenditure of money where health protection 
has become a commodity. And, why not? Health 





tDirector, Bureau of Parish Health Administra- 
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protection is, in part, a new science and, as such, 
is properly labeled and ready for popular con- 
sumption; further, it is purchasable. It is not 
the administration of unsure practices and an 
experiment on an unsuspecting public but a 
definite, scientifically proved protection ad- 
ministered by an academically and professional- 
ly prepared group. 

The Social Security Act (1935) of author- 
ized Federal aid to states for four phases of 
child health and welfare, including grants for 
aid to dependent children, for maternal and 
child health services, for services for crip- 
pled children, and for child welfare services. 
The first of these services is administered by 
the Social Security Board, and the other three 
are administered by the Federal Children’s Bu- 
reau. State agencies make the plans for the 
work to be done. When these plans meet the 
terms of the Federal Act, grants to the states 
are approved on the basis of allotments made 
under the provisions of the Act. For each of 
the programs administered by the Children’s 
Sureau, the Act designates that in the distribu- 
tion of funds special emphasis shall be given 
to rural areas and areas suffering from severe 
economic distress. 


Forty-three states, including Louisiana, the 
District of Columbia, Alaska and Hawaii, have 
qualified for the Federal grants for Maternal 
and Child Health Services. Practically every 
state now has a Division of Maternal and Child 
Health, as a major division of the State De- 
partment of Health. 

I need not go into the facts, which, prior to 
Social Security, prevented the states from de- 
veloping a program with such specialized im- 
plications, 

Following the availability of Federal funds, 
there was created, in the Bureau of Parish 
Health Administration of the Louisiana State 
Board of Health, the Louisiana Division of Ma- 
ternal and Child Health. This division is co- 
ordinate with all other major administrative 
divisions and has a full time medical director. 

All state plans have one or more similar fea- 
tures aimed at the education of doctors, nurses, 
parents and children in the care of the health 
of the mother and child. The Louisiana plan, 
for example, includes an educational program 
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for rural physicians in obstetrics and pediatrics. 
The plan, this year, is to offer Refresher 
Courses in Pediatrics in centers of each of the 
Councilor Districts of the State Medical So- 
ciety (exclusive of the first and second dis- 
tricts). This work is to be carried on in co- 
operation with the Committee on Medical Edu- 
cation of the State Medical Society. The lec- 
ture course is to consist of five lectures, on 
consecutive days, in each center. 

Field supervision of the generalized plan, 
with emphasis on expansion of Maternity Nurs- 
ing, has been made possible by this Federal aid 
and is meeting a definite need. Each of the 
thirty-eight unit parishes is benefiting, either in 
the way of additional personnel and/or supervi- 


sion. 


Every state whose plan has been put in 
operation is undertaking one or more demon- 
stration projects related to its particular needs. 
For instance, Maine, in each of two counties 
is putting on nurses to give prenatal supervision, 
nursing care at delivery, and postpartum super- 
vision for (200) prenatal cases a year in each 
county; California is providing nurses to serve 
migratory agricultural workers to aid them in 
protecting the health of the mothers and chil- 
dren; Louisiana is operating a Maternity De- 
monstration Base in Orleans and a portion of 
Jefferson Parish, in cooperation with the Loui- 
siana State University Medical Center. The 
obstetrical staff of Louisiana State University 
Medical Center provides medical service, ante- 
natal in clinic—at delivery in home—and post- 
partal clinic The field and clinic 
nursing service is provided by the State Board 
of Health. 
vide a facility for training nurses in the various 
phases of Field Maternity Service and to give 


service, 


This project was designed to pro- 


field obstetrical experience to medical students. 
Health Department Nurses and trainees fol- 
low a definite course of study and training in 
this center. The city of Shreveport boasts a 
well regulated maternity clinic, with nursing 
service by the local unit. There has been de- 
veloped in Monroe a cooperative service in- 
cluding delivery. This service is endorsed by 
the local medical sdciety and is administered 
jointly by a non-official group and the local 
health department. 
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THE AIMS IN LOUISIANA 

The aim of the Louisiana Division of Matern- 
al and Child Health is, at the present time, the 
crganization of Maternity Clinics in all loca- 
tions indicating need. The establishment of 
clinics, in addition to rendering a direct service, 
serves as an educational factor in teaching the 
essentials and significance of prenatal and in- 
fant care to the layman, The clinics, also, tend 
to make the layman “doctor conscious’, as it 
is an aim of the clinics to get patients under the 
care of physicians. The ultimate perfection of 
the plan involves joint working and thinking 
between local private physicians and _ local 
health department. 

Louisiana is operating a mobile diagnostic 
unit to aid in combating tuberculosis among 
children. This work is directed by a specially 
trained clinician, assisted by trained professional 
personnel, and will, in time, cover the state and 
will work with local Health Departments and 
physicians. 

Over and above the state-wide Maternal Pro- 
gram, Child Health Services include medical 
conferences for supervision of the infant and 
pre-school; supervision of the unlicensed mid- 
wife who, whether we like it or not, is with 
us; school health activities, and cooperative ac- 
tivities with tuberculosis and venereal disease 
control units. 

The Crippled Children’s Program, as it is 
launched in state after state is going to bring to 
light the children who are crippled or who suf- 
fer from conditions which may lead to crip- 
pling, and will make medical, surgical and hos- 
pital care available for them. In most states, 
the State Health Department will administer 
the program. Its significance lies in its goal: 
the finding of ways and means to secure care 
and service for all crippled children, on the 
farm, in the village, as well as in the city. 

The services of a nutritionist are engaged for 
the purpose of making local food studies and 
the ultimate printing of practical aids for use 
of field workers. Particular emphasis will be 
given to nutrition habits of expectant mothers 
and children. 


The state programs involve cooperation of 
local governmental units, the state, and the Fed- 
eral Agency. The Federal funds available to 
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each state do not permit more than a ““demon- 
stration” of what the needs are in rural com- 
munities, and of what can be done in a tangible 
way to serve in the field of Maternal and Child 
Health. Yet, with a firm foundation of public 
health administration in the field of Maternal 
and Child Health as now established, we be- 
lieve not only that the work should be carried 
on, but that different aspects of the program 
should be extended where the need of them is 
obviously greatest. 
SUMMARY 

The immediate future will not show decline 
in maternal or child mortality. Our program 
has limitations—our readiness for handling is 
giaringly questionable in spots. Recognizing 
our deficiencies, it is comparatively easy to plan 
but not so easy to launch a sound scientific pro- 
gram uniformly. We must have further oppor- 
tunity to continue the training of our personnel 
and until the merit and scope of the program 
have been understood and appreciated by our 
fellow professional workers, progress will be 
slow. I believe, however, that the future perfor- 
mance of those responsible for the development 
of Maternal and Child Health will be of a quality 
so high that. it will be a privilege for any pro- 
fessional worker to belong to this history-mak- 
ing group! 





THE RELATION BETWEEN PREVEN- 
TIVE MEDICINE AND FEDERAL 
AND STATE WELFARE PROGRAMS 


W. H. PERKINS, M. D. 


NEw ORLEANS 


Medical service is an integrated effort to 
maintain and restore health; it is motivated by 
the acceptance by the group of its responsibility 
for the health welfare of its members, and the 
responsiveness of certain individuals, the physi- 
cians, to the interests and possibilities in the 
science and art of medicine. These mixed motives 
lead to various health activities and, depending 
on the circumstances, result in accentuation of 
either the preventive or curative aspects of ap- 
plied medicine. Heretofore the social motive 
has dominated public health, while the curative 
aspects of medicine have been the chief in- 
terests of the practitioners (including teachers, 
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investigators and public servants engaged in 
clinical work). 

The present interest concerns only the pre- 
ventive aspects of medical service. Preventive 
medicine in the past has operated on a centri- 
petal basis. Social procedures very naturally 
adopt broad general measures when they initi- 
ate new attacks on public welfare problems, and 
public health has been no exception. Starting 
with the elimination of nuisances it undertook to 
improve community sanitation as quickly as new 
knowledge and instruments became available. 
Gradually, the health authority began to cut 
across its social institutions, promulgating regu- 
lations, codes, and laws as it went, until today 
it has reached into the home, the office, and 
the small shop, to the individual. Having gone 
this far it was found necessary to curtail per- 
sonal privileges under certain conditions, and 
more lately has seen the necessity of participat- 
ing in the education of the individual. 
with this is the historical de- 
velopment of private medical practice. The 
physician has long been the protector of the 
individual in medical matters. 


Contrasted 


He has consum- 
mated a rapport with his patients that can 
hardly be shaken out of its sometimes obviously 
insecure position, and through it has received 
privileges and obligations that are accorded few 
other members of society. Slowly and begrudg- 
ingly, private practice has conceded some of its 
privileges to the penetrations of the medical 
authorities of its group, and is at present at a 
period of medical enlightenment where it 
recognizes the need of some degree of social 
control, particularly in communicable diseases, 
and finds that some of the instruments of pub- 
lic health are applicable to immediate use in 
private practice. But throughout this evolu- 
tion private practice has shown little of the in- 
sight acquired by public health into the need 
for increased cooperation by the people in order 
that its own tasks may be made easier and more 
effective. What little part it has played in the 
maintenance of health and the prevention of 
disease has been almost incidental; it has taught 
and supported personal hygiene in general but 
with little enthusiasm, and is only now begin- 
ning to press the possibilities of prevention in 
pediatrics and maternal 


welfare. Organized 


medicine has given its enthuiastic approval to 
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the principle of the health examination but the 
practitioner has made little noteworthy contri- 
bution to the use or usefulness of this valuable 
health instrument. 

A synthesis of preventive practice must bring 
together all known methods of prevention and 
the machinery for their application. It must 
culminate in a coordinated effort by the public 
officials and private citizens, the physicians in 
public service and private practice, and all of- 
ficial and non-official community organizations. 
Such has not yet been attained and is not at- 
tainable until prevention becomes an attitude of 
the community and every man, woman, and 
child knows that disease is not inevitable and 
much of it can be prevented by their interest, 
understanding, and cooperation. 

Whatever synthesis can be accomplished in 
preventive practice must start with the scienti- 
fic facts which are applicable to it. To these 
must then be added: their understanding by the 
medical profession as a whole; their applica- 
tion by the profession through practical meas- 
ures as they become available; the information 
sf the public as to the possibilities in the pre- 
ventive measures; the acceptance of the princi- 
ples by the authorities of the social group; and 
the institution by the group of social measures 
which will enable the principles to be applied 
for the good of the community as a whole. 

At whatever point the integrated effort fails 
to plan and to act on the scientific principles of 
prevention, there the synthesis will break down 
and will not only fall short of its aims but will 
cpen a breach for the penetration of illogical, 
unscientific, prejudiced interests. 

Such a synthesis will be attained slowly be- 
In all 
advanced countries the elements of the synthesis 


cause the illogical interests already exist. 


are at hand in a medical profession: available 
educational channels, an enlightened public au- 
thority, and effective general preventive health 
measures ; but along with these lie the failure of 
the doctors to apply themselves to prevention, 
the ignorance of the public, the politicalization 
of public authority, the alleged sanctity of 
special interests and their deluding propaganda, 
the limitations placed on the effectiveness of 
general health measures by religious dogma, 
private rights, health cults, fads, and charlatan- 
ry. 
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The extension of activities of existing State 
and Welfare Agencies that are concerned with 
the health of the people and the institution of 
new procedures as embodied in the Social Se- 
curity Act and newly-established Departments 
of Welfare are indications that public authority 
must aid in medical service to the community 
whether municipal, state or national. 


EVALUATION OF EXISTING HEALTH NEEDS 

Public authority has found it necessary to 
evaluate the existing health needs in every com- 
munity and has considered it expedient to parti- 
cipate in the attack on the health problems which 
it has revealed. This attack has been launched 
in two main channels: (1) Through medical 
services operated by and under the control of 
physicians; (2) by assistance to non-medical 
public authorities whose efforts will have an 
indirect influence on the health of the 
munity. 


com- 


The first is represented at the top by the So- 
cial Security Act directed in all its medical as- 
pects by a physician, the Surgeon General of 
the Public Health Service. The amount of pre- 
ventive medicine which it sponsors in any com- 
munity depends on the interests and activities 
of the physicians in the community in the main- 
tenance of health and prevention of disease. 
Whatever criticism the medical profession 
makes of this effort is first of all self-criticism 
for it has its birth in the physician’s own failure 
to understand and appreciate the absolute neces- 
sity of broad preventive measures and the part 
which he should play in applying them. Under 
any political system the private practitioner must 
not only interest himself in the social aspects 
of medicine but must participate in formulating 
the best social procedures for the community in 
which he has been granted the right and re- 
sponsibility to practice medicine. 

The non-medical public welfare services are 
largely such only in name; they are indirect 
health agencies. They cannot do as many in- 
dustrialists do, close their eyes to the health 
needs of their employees. The intelligent em- 
ployer sees the value in the health of his work- 
ers to his output and utilizes members of the 
medical profession to protect his industry 
against the losses of sickness and inefficiency. 


Welfare agencies can hardly make any move 
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which is not directly or indirectly concerned 
with the health of their clients. Good housing, 
good food, financial assistance to obtain them, 
and work for all employables are health mea- 
sures. Physicians alone can properly evaluate 
the effectiveness of such measures on the health 
basis, and as they are called in by industry, so 
should they be called upon in the formulation 
of all social welfare activities. 

I plead then for sound criticism from the 
doctors of all measures instituted by Federal 
authorities and particularly of the manner in 
which they are administered and performed in 
state and local communities; I urge the non- 
medical authorities to seek out and listen to the 
advice ot physicians in all that they undertake 
that is concerned with the health of their peo- 
ple, and that means practically everything they 
do; and I hope that every physician, whether 
serving the community in a public or private 
capacity will study the problems with which we 
are faced, in order to know whereof he speaks 
when he criticizes public health and welfare 
measures, but never to cease in his criticism. 

Could the health authorities of the nation, 
state, or communities start with a clean slate 
there is no doubt that preventive medicine 
would occupy most of its resources and efforts. 
But sickness, disability, and ineffectiveness are 
already present and must be dealth with, While 
we are cleaning up the debris of uncontrolled 
but preventable disease, we must constantly fight 
to keep the flames from spreading. Let those 
who are not socially minded carry on their work 
in private, and the lay members and physicians 
who are largely occupied with the problems of 
the community accept the intelligent criticism 
of the former who are as equally disturbed by 
the discomforts of ill health and labor day and 
night on behalf of their patients. 


There are two evils which intrude themselves 
into the problem of social programs devoted to 
the prevention of disease and care of the sick. 
The first is the entry of politics into medical 
care. There is no one today so unintelligent as 
to deny the need of community planning to- 
ward the control of disease. A certain coordi- 
nation and centralization is necessary and has 
always been accepted by medical and non-medi- 
cal persons alike. But the use of medical serv- 
ices for any other than medical purposes can- 
not be condoned and must be fought on every 
hand. Physicians can and should act as lay 
citizens in a concerted effort to overcome this 
persistent evil. 


The second objectionable feature of social 
health programs is sentimentality and emotion- 
alism. Everyone is sorry for the sick, the under 
privileged, the handicapped, and necessitous. 
But intelligence alone can help solve their 
problems. The abuse of the intellect by senti- 
ment distorts the picture and prevents the use 
of cool logic which is so necessary today. 


With understanding, tact and an approach to 
the use of the scientific method, social progress 
will go on to a satisfactory solution of commun- 
ity welfare and health problems and prevention 
of disease and maintenance of health will per- 
vade the whole effort, 


SUMMARY 


Preventive medicine to the philosopher is the 
recognition of a logical procedure based on 
causality ; to the scientist it is the application of 
the known facts of cause and effect; to the phy- 
sician it is the approach to ideal service; to the 
individual it is a way of living; to society it is 
the basis of effective community life. To all it 
is health, happiness and the best means to its 
end, the well-being of mankind. 
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THE ANNUAL MEETING 


The physicians of the City of New Orleans 
extend greeting and best wishes to the members 
of the State Society who will convene on May 
second in this city. It is earnestly hoped that 
there will be a large attendance of the doctors 
and their wives from throughout the state. The 
medical profession of the city welcomes the 
advent of the visiting doctors, and hopes that 
they may have a well spent three days, both 
socially and scientifically. 


673 
TAXATION 


In the various discussions which have taken 
place concerning state medicine, the medical 
profession has neglected, in goodly part, to 
stress the fact that state medicine cannot be put 
in force without a considerable increase in the 
budget of the federal and state governments. 
The average man, including most physicians, is 
so taxed at the present time that a very goodly 
proportion of his income goes to the support 
of various government activities. The physician 
is taxed coming and going. He pays tribute to 
the national, to the state, to the parish and city 
governments. If state medicine was put in ef- 
fect, his taxes, just as every other man’s taxes, 
would be increased. When one stops to con- 
sider that twenty-five per cent of the tax paid 
by the public is hidden tax and that a goodly 
proportion of the doctor’s income goes to direct 
taxes, it is perfectly appalling. 

It is reduce instead of 
raising them? It is currently reported that the 
State of balance of over 
eighteen million dollars which has been unex- 
pended. 


not time to taxes 


Louisiana has a 
Plans will undoubtedly be made to 
expend these monies, not that their disburse- 
ment is indicated or needed, but because they 
are available. New medico-social schemes will 
be elaborated to get rid of the surplus. Why 
not use it to reduce the state debt? Why not 
reduce state taxes instead of employing it for 
nebulous and unproved schemes, which, sooner 
or later, will hurt the physician economically 
and take from him many of the sources of his 
revenue ? 





THE BIRTH OF A BABY 


The film, “The Birth of a Baby,” which was 
shown at the recent meeting of the Southern 
Medical Association in New Orleans and which 
has been shown repeatedly around the city, 
is a film which has been put out under the 
auspices of a large number of organizations 
maternal and child welfare. 
Amongst these organizations are the American 


interested in 


Association of Obstetricians, Gynecologists and 
Abdominal Surgeons, the American College of 
Surgeons, the American Gynecological Society ; 
the Children’s Bureau of the United States De- 
partment of Labor, the United States Bureau 
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of the Census, the United States Public Health 
Service and many others. The film has been 
prepared with the definite purpose of educating 
the laity in the need of medical care preliminary 
to and during the delivery of the baby. It 
illustrates graphically what should be done for 
the expectant mother, what takes place during 
pregnancy, and what takes place when the baby 
comes into the That its educational 
features are of importance cannot be gainsaid. 
The laity is taught about the dangers and pre- 
vention of tuberculosis, heart disease and cancer, 
but little progress has been made in educating 
people concerning the pitfalls of pregnancy. 
The maternal death rate in this country of ours 
is portentous, when contrasted with that in 
other civilized countries. Anything that can be 
done to minimize the toll of lives due to a 
normal physiologic function is worthwhile. The 
film stresses the importance of medical care 
in the prospective mother’s life and the need 
of the skilled physician at the time that the 
baby is born. 

In view of the large number of outstanding 
organizations represented in the Committee on 
Maternal Welfare, and in view of their general 
approval, it is surprising that the reproduction 
in Life magazine of some thirty-five pictures 
taken from this film should create such a furor. 
The sale of Life was forbidden in many cities, 
including New Orleans, and even some states. 
That this censorship should have taken place is 
all the more remarkable when one considers 
that the most sexy of magazines which are 
definitely pornographic in character are per- 
mitted to be sold in localities where Life was 
banned, on exposed newsstands to any person 
who wants to buy them, irrespective of age. 


TREATMENT OF DIABETIC COMA 


world. 





The treatment of diabetic coma seems to be 


more or less standardized: glucose by vein, 
large doses of insulin, rest in bed, heat, alkalies 
at times, plus digitalis. With the introduction 
of insulin, popular hopes were entertained for 
the prompt recovery of patients falling into 
coma, if this treatment sketched above was fol- 
lowed. As a matter of fact, it is largely the 
impression that the great majority of patients 
recover immediately with this line of treatment ; 


but such is not the case. The general concept 
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is that the only patients who die of diabetic 
coma are those who are advanced in years and 
who have had coma for a long period of time. 
Prognosis is assumed to be excellent in young 
people. As pointed out in the British Medical 
Journal’, published reports of young diabetics in 
coma are not particularly optimistic as to out- 
come, and there iS still room for improvement 
in the treatment of this condition. Three years 
ago Hartmann? reported upon a series of patients 
with severe diabetic acidosis, treated 
sodium lactate. His report was a most careful 
scientific study of this condition, but, in spite 
of the authenticity of anything coming from 
Hartmann’s clinic, apparenfly the method needs 
attention as it has not been popularized. It has 
been quite generally disregarded, as a matter of 
fact. 

Joslin® does not think the method is as suc- 


with 


cessful as that which he employs and which is 
the one generally used throughout the country. 
Reports are appearing which will indicate that 
all patients do not recover when given insulin 
and glucose. Sometimes these patients improve 
only after being given sodium lactate. This 
fact should certainly be remembered when treat- 
ing patients responding poorly to the standard 
treatment of coma due to diabetes. Further- 
more, Hartmann finds that if sodium lactate is 
used in place of sodium bicarbonate, the glucose 
solution may not be required. Specifically, 
Hartmann treats his patients as follows: 60 c. c. 
of one-sixth molar solution of racemic sodium 
lactate is given per kilogram of body weight, 
one-half intravenously, the remainder under the 
skin; (2) two units of insulin per kilogram of 
body weight is given immediately; (3) 40 c. c. 
Ringer solution per kilogram of body weight 
shortly after sodium lactate solution; (4) repeat 
insulin in six hours in dosage of one-quarter 
that originally administered. 

With this form of treatment, according to 
the author, there is a rapid return to the normal 
acid-base balance of the blood; there is a 
prompt abolition of ketosis, hyperglycemia and 
glycosuria; and, once being standardized, it 
requires only thirty to sixty minutes to be car- 


ried out, with little or no laboratory assistance. 
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HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


NORTH LOUISIANA SANITARIUM 

Following dinner in the dining room, the regu- 
lar meeting of the North Louisiana Staff was 
called to order by the President on February 22, 
1938, at 8 p. m., with twenty-three members pres- 
ent. Visitors were Drs. Reed, Paty and Nicholas. 

Minutes of the previous meeting were adopted 
as read. Dr. Dickson, reporting for the Labora- 
tory Committee, proposed certain changes in rates, 
as suggested by hospital management, and these 
were adopted. 

Following the reading of the hospital report and 
the discussion of the deaths, the scientific program 
was begun. 

Dr. Herold presented the case of a 14 year old 
boy, who came to him with vomiting, headaches, 
partial blindness, choked discs, and whose spinal 
fluid pressure was 300 mm. water. In spite of the 
negative spinal fluid Wassermann, an eye man 
suggested that this was an old central nervous 
system lues and advised antiluetic therapy. After 
the fifth injection of tryparsamide the boy had 
several fainting spells and was unable to walk. 
After this new development, it was decided that 
the boy most probably had a cerebellar tumor and 
the patient was referred to Dr. Sachs at St. Louis. 
A letter from Dr. Sachs was read, in which he 
stated that a 7 gram cerebellar cyst was removed 
and that the boy was improving. 

Dr. Dickson reported the case of Mrs. S., aged 
43, who had miscarried at 6-10 weeks with three 
previous pregnancies. A roentgen ray at the eighth 
month of this pregnancy revealed a generally con- 
tracted pelvis. The cause of the previous miscar- 
riages was unknown; the Wassermann was nega- 
tive. By classical cesarean section, a male infant 
was delivered which presented a large hernia into 
the umbilical cord. The sac was examined and 
found to contain the liver and the bulk of the in- 
testines. Under drop ether anesthesia the sac was 
opened and an attempt was made to reduce the 
hernia, but the abdominal cavity had failed to de- 
velop large enough to contain the abdominal vis- 
cera. The case was discussed by Drs. Mays, Rigby, 
Lucas, and Weil. 

iN. Judson Bender, M. D., Sec. 


MERCY HOSPITAL 

The regular monthly meeting of the Staff of 
Mercy Hospital was called to order at 8 p. m. on 
Wednesday, April 6, 1938, by the President, Dr. 
E. L. Zander. 

The scientific program consisted of three inter- 
esting case reports. 

The first case, presented by Drs. E. L. Zander 
and Geo. Hauser, was an unusual ectopic preg- 


nancy. A multipara was seen on October 7, 1937. 
She had not menstruated since August 22, 1937 
and had been suffering with menstrual-like pains. 
There was also a feeling of pressure in the lower 
abdomen and vagina. There was a history of pre- 
vious pelvic inflammatory disease. Examination 
at this time revealed: B. P. 120/80; heart and 
lungs negative; abdomen negative except for a 
McBurney scar; vagina showed evidence of perin- 
eorrhaphy, heavy brown vaginal discharge, cervix 
soft, uterus and adnexae apparently normal. Was- 
sermann negative. One week later, October 14, 
1937, symptomatology and physical examination 
were unchanged. On October 20, 1937 there were 
generalized abdominal cramps with increased 
bloody vaginal discharge. B. P. 120/70. Uterus, 
adnexae still apparently normal. 

On November 4, 1937 vaginal bleeding was still 
present. Patient complained of vomiting, lower 
abdominal cramps and of a pain starting in left 
hip that progressed down left leg. Uterus and 
right adnexa normal but there was a suspicion of 
a small mass in the left adnexa. 

On November 11, 1937 the sedimentation time 
was 60 minutes. On November 15, 1937 the Fried- 
man test was positive. On November 16, 1937 
examination showed cervix soft at tip, uterus not 
enlarged and the mass in the left adnexa had 
become about the size of a small hen-egg. 

On November 18, 1937 the patient was laparoto- 
mized and the left fallopian tube removed. It 
contained a purplish mass about the size of a small 
hen-egg in the isthmic portion of the tube. The 
patient made an uneventful recovery. 

Dr. Zander then discussed the clinical features 
of ectopic pregnancy giving the incidence, classi- 
fication, etiology, symptomatology and treatment 
of this condition. 

Dr. Hauser presented the preserved and mounted 
specimen to the staff for inspection, together with 
several stained microscopic sections. He discussed 
the pathologic features of ectopic pregnancy and 
diagnosed the specimen in hand to be a 4-6 weeks 
pregnancy intact within the fallopian tube. 

Discussion of this case was opened by Dr. J. F. 
Dicks, followed by Drs. J. E. Brierre, C. F. Bel- 
lone, J. S. Hebert and closed by Dr. Geo. Hauser. 

The remaining cases were presented in the 
manner of a diagnostic dry clinic. A mimeo- 
graphed copy of the complete case histories in- 
cluding laboratory and physical findings and pro- 
gress notes was furnished to each staff member 
present. Discussion and diagnosis was then in- 
vited by the chairman. This mode of conducting 
the scientific program is an innovation at Mercy 
Hospital and will be thoroughly tested by the 
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Chairman of the Program Committee, Dr. J. K. 
Howles. The initial presentation was well ac- 
cepted by the staff. 


One case was diabetes mellitus in a man 29 


vears old. The discussion was opened by Dr. B. 
F. Mancuso followed by. Drs. W. J. Otis, J. E. 
Brierre, Leopold Levy, W. G. Troescher and 


closed by Dr. Geo. Hauser who presented the 
autopsy findings. 

The other case was bronchopneumonia and in- 
nephritis The 
discussion was opened by Dr. B. F. Mancuso fol- 
lowed by Drs. C. J. Vedrenne, W. J. Otis, J. F. 
Dicks, W. G. Troescher and closed by Dr. Geo. 
Hauser who presented the autopsy findings. 

E. R. Guidry, M. D., Sec. 
HOTEL DIEU 

Tke regular monthly meeting of the Staff of 
Hotel Dieu was held in the Nurses’ Lecture Room 
of Hotel Dieu on Monday, March 18, 1938. The 
meeting was called to order by the President, Dr. 
A. D. Mouledous, and with the Secretary, Dr. C. 
E. Gorman, at the desk. 

The scientific program consisted of clinico- 
pathologic conference on “The Pathology in Elixir 
Sulfanilamide Poisoning,” by Dr. M. Couret. 

The pathologic specimens and slides presented 
to you are from the first cases of the “elixir” sul- 
tanilamide poisoning discovered by Dr. I. A. Nel- 
St. John’s Hospital in Tulsa last fall. I 

thank Dr. Nelson has so kindly 
loaned us the material for this conference. 


terstitial in a man 52 years old. 


son in 
wish to who 

Let us remind you that the poison was not by 
the sulfanilamide, though this drug should be used 
cautiously, but by the solvent diethylene glycol. 
The term “elixir” was misleading and at first con- 
fused the issue since elixirs are not poisonous and 
diethylene glycol is not an elixir but was appar- 
ently labeled as such. There was at first the pos- 
sibility that the combination of diethylene glycol 
and sulfanilamide might have produced a poison- 
ous compound because diethylene glycol alone is 
used in some industries with apparently no ill 
But this idea was quickly discarded when 
the pathology found in the cases was reproduced 
in the lower animals with diethylene glycol alone 
not with sulfanilamide alone. Moreover the 
chemical analysis of the mixture revealed no new 
formed poisonous compound. 

Clinically, the first evidences of the poisoning 
appeared with vomiting, anuria, and later coma, 
with slight edema usually of the face only. This 
picture of course may be somewhat misleading as 
these symptoms appear during the course of an 
illness, usually an infection for which the drug is 
given, and may be confused with the symptoms of 
the pre-existing disease. 


effect 


and 
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The characteristic lesions in diethylene glycol 
poisoning are in the kidneys and liver. The path- 
ology elsewhere is mostly secondary and not uni- 
formly present in every case. The kidneys are 
enlarged to over one-third their normal size. The 
surface, stripped of its capsule, shows a finely 
granular purplish red color with small irregular 
spots of yellow throughout the dark red tissue. 
There are also definite small infarcts scattered 
over the surface. On section the same picture 
presents itself but principally in the cortex. The 
glomeruli are prominent and bright red. The mi- 
croscopic picture shows numerous small infarcts 
and small diffuse hemorrhages besides the classi- 
cal hydropic degeneration (foamy cells) in the 
uriniferous and collecting tubules. The swollen 
cells and cell detritus and casts obliterated the 
lumens of these tubes. The glomeruli are con- 
gested and some are hydropic but there is other- 
wise no definite pathology in these. The support- 
ing tissue is not disturbed and the blood vessels, 
besides congestion, are otherwise negative. There 
is moderate leukocytic infiltration, mostly round 
cells, about the small infarcts. 

Grossly the liver presents a smooth capsule be- 
low which is seen the liver tissue mostly light 
brownish yellow in color with small pin-point spots 
of bright red tissue. On section the same picture 
prevails. The microscopic section shows much the 
same pathology as the kidney: there is a conges- 
tion of the central vein of the lobule and foci of 
degeneration in the form of hydropsis (foamy cells) 
of the liver cells with pyknosis of the nuclei. The 
foci are not necessarily central but may be found 
in any part of the lobule and there are frequently 
two or more foci to a lobule. Leukocytic infiltra- 
tion is mostly about the portal tracts and the pre- 
vailing type of cell here is the lymphocyte. 

The mucosa of the intestines is swollen and 
congested in spots and there may be found some 
blood in the feces but this pathology is not con- 
stant. 


In most cases a terminal bronchopneumonia us- 
ually sets in a short while before death. 


DISCUSSION 

Dr. Aldea Maher: The “elixir” of sulfanilamide 
Massengill that was responsible for so many 
deaths contained as a solvent diethylene glycol. 
This has never been accepted for internal use, 
and has only been used in industry. This should 
not be confused with ethylene glycol which is used 
as an ingredient in the antifreeze mixture. They 
are both unsaturated alcohols of the fatty acid 
series and should never be used internally. It is 
possible that sulfanilamide being so unstable may 
decompose in the presence of an aqueous solution 
of diethylene glycol but by analysis of the Massen- 
gill “elixir” the amount of the sulfanilamide put 
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in the “elixir” was recovered from the samples. 
It was concluded that it was not the sulfanilamide 
that produced the deaths in the “elixir” sulfanila- 
mide Massengill but it was due to the solvent 
diethylene glycol which in the doses recommended 
by the manufacturer acted as a cumulative poison. 

Sulfanilamide is para amino phenyl sulfonamide 
and, being a derivative of anilin and so easily 
decomposed by all substances except sodium bicar- 
bonate, should be used with great caution especi- 
ally in cases where there are already damaged kid- 
neys. It should never be used in the presence of 
magnesium sulphate as the SO. ion tends to in- 
crease acidity and there is already a profound 
acidosis produced by the administration of sul- 
fanilamide. There has been much confusion in 
the several preparations of sulfanilamide and its 
derivatives, the European and American prontosil. 
All these are different substances. The original 
prontosil first used in Europe is a hydrochloride 
and is the most acid of all the preparations. The 
American prontosil is the disodium salt and is a 
different substance from the European substance 
and sulfanilamide. Sulfanilamide itself is the 
simplest substance containing only one benzene 
ring while the European prontosil has two benzene 
rings and an azo group while the American pron- 
tosil has the naphthalene ring. Prontylin is the 
same as sulfanilamide. Sulfanilamide seems to be 
the least toxic of all and when carefully used is 
proving to be a most valuable drug. It appears in 
the blood stream and spinal fluid in a few hours. 
It is excreted in the urine as sulfanilamide and 
‘artly in a conjugate form as para acetyl amino 
benzene sulfanilamide. 

Dr. H. E. Bernadas: I want to compliment Dr. 
Couret and his Staff for the presentation of this 
subject, it could not be brought up in any other 
medical body as clearly and concisely as Dr. Couret 
has done tonight. Diethylene glycol has been used 
and is still being used as the non-irritative factor 
in one of the popular brands of cigarettes for sev- 
eral years. It has not been harmful for that time. 
I want to ask Dr. Maher who has handled the 
chemistry in this discussion to explain this. I am 
anxious to know if the doctor believes that the 
burning of the diethylene glycol while smoking 
volatilizes it and probably renders it non-noxious, 
or whether its innoxiousness is due to the minute 
quantity used which in turn is diluted to infinitesi-- 
mal proportions by air and smoke dilution or 
finally if it is innocuous. 

Dr. A. Maher: So far no satisfactory explana: 
tion has been given for the non-irritating effect of 
the diethylene glycol but that is probably due to 
the fact that it is present in such small quantities 
and that no irritating substance is formed by the 
action of the heat during the smoking. 

Dr. J. A. Danna: Something over a year ago Dr. 
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Taqguino raved about prontosil so much that it 
reminded me of how in 1910 a young American 
doctor in Vienna raved about a new drug that 
Ehrlich had brought out which he said would re- 
lieve all of the symptoms of syphilis with one dose. 
Two doses would usually and three surely result 
in a permanent cure. I thought the claims absurd 
and refused to bring home a few doses. I felt very 
much the same way about the drug that Dr. 
Taquino was talking about till I had a patient with 
puerperal septicemia. She had temperature 105° 
and two or three chills a day. I remembered what 
Dr. Taquino had said and put her on prontylin by 
mouth and got no results. After consultation with 
Dr. Graffagnino I gave prontosil by needle in large 
doses and it worked like magic. Blood culture 
which was positive became negative and the patient 
made a rapid and complete recovery. Of course f 
was convinced. No so very long ago I was laid up 
with a bad cold that failed for weeks to respond 
to the usual remedies. Finally I thought it might 
be a streptococcic sore throat and I have never 
seen such a remarkable result as I got from sul- 
fanilamide. I have had occasion to use sulfanila- 
mide in a number of surgical infections with grati- 
fying results. In order to get results you have to 
saturate the system up to a certain point. If you 
do not give the sufficient dosage you will not get 
results. As Dr. Jamison said, almost every disease 
has been treated with sulfanilamide within the last 
couple of years. Streptococcal infections of all 
kinds, especially cellulitis, will disappear like magic 
after proper dosage. I believe that we have in this 
drug a very remarkable agent for the treatment 
of many things. 


Dr. A. Mattes: I became interested in the use of 
this drug following the reading of an article in 
Time magazine. To my surprise it worked out 
better than the article led me to believe. In order 
to get results in severe gonococcic infections it 
was necessary to give large doses, about 75 or 100 
grain tablets the first twelve days and then six 
to eight tablets a day. The most surprising thing 
is the magic quality of this drug in a patient with 
gonorrhea who is unable to urinate, has to be 
catheterized, and within one day the urine was 
clear. With the aid of this drug and the ordinary 
form of treatment you will get marvelous results. 
In a number of cases I used the drug and no local 
treatment and the results were only 50 per cent. 
In cases of epididymitis, pain was relieved in one 
or two days and the swelling disappeared. Non- 
specific urethritis can be cleared in three to six 
days’ treatment in most cases. It does away with 
irrigation and other forms of treatment. In pye- 
litis, I have had no result. In staphylococcal in- 
fection of the kidney, no result at all. Wherever 


there is stasis, there will be no result. It has rev- 
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olutionized treatment in acute gonococcic infec- 
tions in the male and likewise in the female—these 
patients are cured within a few visits. If you do 
not believe it, try it in the next few days and check 
up with the laboratory and you will be convinced. 

Dr. H. J. Lindner: I am strong for this drug. I 
think it is the greatest advance in chemotherapy 
since salvarsan. In many cases of gonococcic in- 
fection the drug has no effect at all while in others 
the results are remarkable. I have cured gono- 
coccic infection on nothing else but sulfanilamide 
in two weeks. In other cases, the drug seems to 
have no effect at all. Some patients will not 
respond to anything but large doses and others 
will do well on small doses. I give as much as 
eighty grains a day. You must treat the patient 
and not the disease. I have seen patients on 
eighty grains a day in whom the drug had to be 
stopped the following day due to weakness and 
dizziness and improved nicely when continued on 
five grains three times a day. In certain infections 
of the kidney, sulfanilamide does give results. As 
I said before, I think it is a remarkable drug, but 
must be used cautiously. 


Dr. Val H. Fuchs: I am convinced that this drug 
has its place in certain conditions of nose and 
throat work but to use it promiscuously should be 
condemned. I have seen cases of true streptococ- 
cal infection that respond beautifully to sulfanila- 
mide, particularly is this true in streptococcic 
otitic menigitis. What damage it will produce in 
the future it is too early to say but after seeing 
its results in true streptococcal infections I do not 
hesitate to use and recommend it. 


Dr. J. W. Tedder: Sulfanilamide dermatitis occurs 
as toxic manifestations in a few susceptible individu- 
als. The condition is not dangerous because it 
clears promptly upon discontinuing the drug. It 
is thought that sulfanilamide possibly has a photo- 
sensitizing effect on the skin because the dermat- 
itis is most marked on the parts exposed to sun- 
light. There is possibly an increased amount of 
hematoporphyrin in the blood of patients taking 
‘sulfanilamide. The miscroscopic sections of the 
morbilliform eruption, characteristic of this drug, 
show no diagnostic changes. 

Dr. P. B. Salatich: I have used this drug and 
had some result and again no result. I can talk 
very well of subacute and chronic gonococcic in- 
fection in the female. All have been cleared in 
two weeks time. They tell you not to use it in 
pregnant women. I have used it in pregnant 
women and had no bad results. I do not know 
of any cases that are worse than a child to be 
delivered in a gonococcus infected woman. 

Dr. E. H. Walet: With reference to the gyne- 
cologic aspect of this discussion: Two patients 
with acute pelvic inflammatory disease came to 
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my service in Charity Hospital—one postpartal 
septicemia, acute; the other, acute recrudescence 
of old infection, probably of the same origin—both 
having chills and high temperature. Treatment in- 
stituted in both instances consisted of blood trans- 
fusion, two in one case, three in the other; sulfani-_ 
lamide in ten grains t.i.d. and later continued in 
five grains t.i.d. seemed to have contributed very 
substantially in the clearing up process involving 
a period of about three weeks. 


HUTCHINSON MEMORIAL CLINIC 

Scientific Session conducted by the Department 
of Neurosurgery, Dr. D. H. Echols presiding, on 
Convulsive Disorders Due to Organic Diseases of 
the Brain. 

Diagnostic Significance of Certain Types of Con- 
vulsive Disorders (Dr. L. A. Golden, Division of 
Psychiatry): The term epilepsy is rapidly losing its 
meaning in the old restricted sense in which it had 
been applied. This change was dictated by a realiza- 
tion that convulsive seizures in general were essen- 
tially indistinguishable from each other in many re- 
spects. The very fact that many types of convulsive 
seizures, loosely called epilepsy, occur in a wide 
variety of apparently unrelated medical disorders 
has tended to popularize the term convulsive seiz- 
ure, in preference to epilepsy. The convulsive 
seizure is regarded by present-day students of the 
nervous system as a non-specific discharge re- 
action, possibly even as normal physiological phe- 
nomenon. In clinical practice the convulsive dis- 
orders, formerly termed epilepsy, tend to fall into 
two primary divisions. In one group no recogniz- 
able pathologic change has been identified as re- 
sponsible for the appearance of the seizure, and 
this group is termed idiopathic, or essential, to 
indicate its unknown origin. In the second group 
are included convulsive seizures for which an 
apparent precipitating cause has been determined, 
and this has been termed symptomatic epilepsy. 


During the recent years, by means of newer meth- 
ods of investigation, many of the so-called essential 
epilepsies have been placed in the symptomatic 
group; for example, convulsive seizures due to 
Adams-Stokes disease, spontaneous hypoglycemia, 
or carotid sinus disease have recently been recog- 
nized. Despite a tremendous amount of modern 
scientific effort directed at the elucidation of the 
riddle of epilepsy, and despite its conjoint scrutiny 
by scientists gathered in an international league 
for the study of epilepsy, many important factors 
remain unsolved. There is, however, increasing 
optimism due to apparent strides made in our 
knowledge by the development of newer methods 
of investigation. Contemporary interest has been 
focused, for example, on the relationship of water 
balance to the convulsive seizure. A great deal 
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of information is also expected from the new 
encephalographic investigations, which measure 
changes in the electrical potential of the brain, 
very much as the electrocardiograph does in the 
heart. Special care must be used in relating such 
findings to the cause of epilepsy, since there is 
always the danger of ascribing an important role 
to the sound made by an engine, rather than to 
the workings of the engine itself. 

When we turn to the focal epilepsies, we are on 
somewhat firmer ground, at least as to the pre- 
cipitating cause, since gross pathology of the brain 
can usually be found in association with such seiz- 
ures. We owe our understanding of the focal seiz- 
ures to the genius of Hughlings Jackson and his 
brilliant studies. He described and recognized the lo- 
calizing significance of certain types of convulsive 
phenomena, which are called Jacksonian seizures. 
The Jacksonian, or focal seizure, is characterized 
chiefly by its slow onset and spread, its identical 
beginning in each repetition of the seizure, its 
march according to the representation anatomi- 
cally of certain patterns of movement and sensa- 
tion in the _ cortex. Consciousness is usually 
retained. While the seizure may remain local- 
ized to a small part, such as the face, the arm, or 
only one side of the body, it may at times progress 
to the other side and end in a generalized convul- 
sion with loss of consciousness. Thus, a typical 
Jacksonian seizure, if it begins in the foot, would 
march progressively to involve the ankle, the knee, 
the abdomen, the chest, the shoulder, the arm, the 


forearm, the wrist, the fingers, the thumb, the 
face, and the tongue. 
The types of organic defect, usually found in 


association with focal seizures may be grouped as 
follows: (1) Local atrophies, with or without men- 
ingeal adhesions (porencephalies); (2) congenital 
malformations of various types, including variations 
in number, size and architecture of the convolu- 
tions and other parts of the brain; (3) various 
anomalies of the cortical vessels, venous aneu- 
rysms, and angiomata; (4) other evidences recently 
revealed by encephalography and ventriculography, 
which include gross acquired lesions, such as 
tumor, abscess and results of hemorrhage and 
thrombosis; (5) results of degenerative diseases, 
such as Schilder’s disease, the abiotrophies, epiloia, 
and related disorders. 


Of special interest in relation to focal seizure is 
a condition known as Todd’s paralysis. Dr. Todd 
described a temporary paralysis affecting a part 
of the body convulsed in a Jacksonian seizure, 
which gradually disappears in a few hours. The 
clinical value of recognizing a Todd’s paralysis 
lies in its indication that a gross pathologic lesion 
has precipitated the seizure. 


Ordinarily, the clinical appearance of all seiz- 
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ures if generalized is quite similar. Explosive 
discharges may occur at any level of the central 
nervous system, and may bear the imprint of the 
anatomic area in which they originate. Thus, 
there may be: (1) Tonic-clonic seizure, or petit 
mal; (2) sensory seizures, consisting of gustatory, 
olfactory, or visual hallucinations; (3) crude occi- 
pital lobe discharges; (4) explosive emotional reac- 
tions, such as those that occur in lethargic encepha- 
litis; (5) so-called tonic fits, originating from the 
cerebellum (Kinnier Wilson) or from the basal 
ganglia region (M. R. Walshe); (6) oculogyric 
crises from midbrain discharge; (7) vasovagal at- 
tacks from the bulbar mechanism; (8) the dis- 
eharge of spinal segments, probably represented 
by the mass reflex. 

I shall now discuss the special characteristics of 
a focal seizure originating from the frontal lobe 
in the region of the ascending frontal convolution. 
If the focal seizure begins with the involvement of 
the leg, then it progresses slowly and characteris- 
tically to convulse the foot, ankle, knee, abdomen, 
chest, shoulder, arm, forearm, wrist, fingers, thumb, 
face and tongue. If it begins in the face, the pro- 
gression is in the reverse order. It may stop any- 
where in its progression, or may spread across to 
involve the other side of the body. 

If the seizure begins near the base of the middle 
frontal convolution (area six of Brodman), conju- 
gate movements of the head and eyes to the side 
opposite the lesion initiates the seizure. 

Foerster claims that discharges arising in area 
six (Brodman) produce mass movements on the 
opposite side of the body involving all the muscle 
groups simultaneously, as follows: The arm is 
abducted at the shoulder, flexed at the elbow, 
flexed or extended at the wrist and finger joints. 
The leg is usually extended at all joints. The head 
and eyes are rotated to the side of the convulsion 
and the trunk is rotated strongly in the same direc- 
tion. 


Parietal lobe discharges originating in the ascend- 
ing parietal convolution are 
sensations of tingling, burning, numb feeling, or 
hot and cold sensations, as well as formication. 
At times such feelings are the only manifestations 
of an attack, but if they spread to the motor area, 
local or generalized convulsive movements may 
also appear. Sittig has noted that when a dis- 
charge is strong, the sensations do not “march” in 
the anatomic order represented in the cortex. 


characterized by 


Temporal lobe discharges are of especial inter- 
est and Hughlings Jackson first drew attention to 
discharges of this type. Frequently, seizures orig- 
inating in the temporal lobe produce a subjective 
state which patients describe as “dreamy.” They 
often say, “I knew I was not asleep, but still I was 
not awake.” There may be a feeling of terror or 
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apprehension. As one of our patients states, 
“Things seem different and yet very familiar.” 
There may be a strong feeling that one has passed 
through the same experience before. Strange 
odors, vile smells, gustatory sensations and noises 
of all types have been frequently described in such 
instances. Elaborate pictures of animals or per- 
sons may be repeatedly experienced at the begin- 
ning of each attack. For instance, a patient I 
saw demonstrated by Kinnier Wilson stated that 
preceding each seizure, she would sink into a 
“dreamy state” in which she “saw herself as a 
little girl, sitting in a room. An old woman would 
open the door, approach her, pat her on the head 
and walk out. The whole experience had a strange 
but vividly familiar quality.” Such sensations may 
constitute the entire attack, or be the prelude to 
a general convulsion. The olfactory and gustatory 
sensations are attributed to irritation of the uncin- 
ate gyrus. The following two cases recently studied 
illustrate the practical application of these descrip- 
tions to clinical diagnosis. . 


CASE REPORTS 

A. R., a man of 23, suffered an injury about his 
face, and was knocked unconscious in an automo- 
bile accident in April, 1937. After surgical repair 
he was discharged with no complaints. Five months 
later, he accidentally tripped and fell on the back 
of his head, was slightly dazed and his eyes felt 
“blurry.” He suffered no apparent ill effects until 
about two weeks later, when he occasionally felt 
“like pressure in the head,’ vague pain over the 
left or right orbital bones. He improved, however, 
during the next two months. In November, he 
noticed transient tingling in his left hand. He de- 
scribed in addition the recent onset of an experi- 
ence which he called “a goofy dream.” When sit- 
ting quietly, he felt as if he were not quite awake, 
yet he knew he was not asleep. At such times, 
he would hear someone calling him by name, and 
he would awaken himself by shouting, “What, 
what, who is it?” In these episodes he would feel 
definitely frightened. At this time, he had examin- 
ations of his fundus and some changes were inter- 
preted as probably being optic neuritis, possibly 
on a toxic or infectious basis. It was recommended 
that his teeth be removed. His family physician 
recognizing the possibility of a neurologic disorder 
referred him for neurologic examination. The posi- 
tive findings were a moderate choking of both optic 
discs and a relative inability to discriminate be- 
tween one or two points on his left leg, as com- 
pared to his right. Because of the history of in- 
jury, a diagnosis of tumor of the left temporal pari- 
etal area was proposed, the nature of the tumor 
was expected to be a subdural hematoma. The 
localization was made on the basis of the dreamy 
state with auditory hallucinations which he de- 


scribed and the slight findings in his left leg. Dr. 
Echols saw the patient in neurosurgical consulta- 
tion, and after a ventriculogram operated and 
found a temporoparietal extradural tumor, which 
was removed with little difficulty. 

H. M., a healthy appearing girl of ten, was re- 
ferred to the Child Psychiatry Clinic with the fol- 
lowing history: She had been well until a year and 
a half previously, when her parents first noticed 
“spells.” These consisted of sudden turning of the 
eyes and head to the right, loss of consciousness 
and falling to the left. Occasionally she stiffened 
out, but usually showed no tonic or clonic move- 
ments. With the onset of these spells, the child 
complained of occasional headaches and nausea. 
The patient herself stated that she was warned of 
the attack by a feeling of strangeness and “the 
kitchen would get larger and larger, everything 
else smaller. It was like something I had done 
before, but very funny; I can’t explain it.” The 
same experience usually preceded each seizure. On 
the basis of the history and the description of the 
attack a tentative diagnosis of left temporal lobe 
tumor was made. Further neurologic investigation 
revealed a right homonomous hemianopsia. There 
were no other neurologic findings. The case was re- 
ferred to Dr. Echols, who did an encephalogram, 
which revealed that the left cerebral hemisphere 
was markedly atrophic. This finding explained the 
adverse movements of the eyes, the “dreamy” state 
episodes, and the seizures. Dr. Echols will demon- 
strate the roentgen ray films of both of these cases. 


Occipital lobe attacks produce, in contrast to the 
elaborate hallucinations of the temporal lobe, crude 
visual sensations. These arise from lesions involv- 
ing the primary visual centers around the calcarine 
fissure. They are most often flashes of light, 
splashes of color, scintillating scotomata. These 
are projected to the visual field of the opposite 
side. A case to be presented tonight by Dr. Echols 
shows such attacks described as “black lights,” 
due to cortical atrophy of the occipital lobes, fol- 
lowing head injury. 

Some Congenital Anomalies of the Brain (Dr. 
Harold Cummins, Department of Anatomy): The 
reference to “organic disease” in the title of this 
symposium will call to mind some of the evidence 
of frank disease processes or trauma which may 
be demonstrable in the brains of persons suffering 
from convulsive disorders. Prominent among such 
lesions are cerebral softening, hemorrhage, menin- 
gitis, tumor, hydrocephalus, depressed fracture. 
Many others might be listed. The subject assigned 
to me is a single class of cerebral affections, the 
congenital anomalies. Brain tumor, tuberous 
sclerosis, gliosis and other phases of essential path- 
ology which may appear congenitally are thus ex- 
cluded. 
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Many cerebral anomalies (e.g. anencephaly) 
have no direct practical importance because the 
infants are non-viable, surviving but a few hours 
or days at most. Among the anomalies in which 
survival is possible, there is hardly one which has 
escaped record as an occasional or frequent associ- 
ate of convulsive disorder, including scaphocephaly, 
oxycephaly, microcephaly, cerebral hemiatrophy, 
agyria, microgyria, pachygyria, heterotopias, poren- 
cephaly, or hydrocephaly. (These defects were 
characterized and specimens demonstrated). 

It is significant that a brain which is defective 
at all commonly shows multiple anomalies. The 
following considerations are of importance in the 
explanation of this general tendency. 

First, the nervous system in its differentiation 
displays a highly complex integration of structures 
which are functionally interrelated. Thus, for ex- 
ample, deficiency or absence of a cerebellar hemis- 
phere is accompanied by suppressed development 
of centers which normally would have established 
functional connections with that portion of the 
cerebellum, notably the inferior olivary nucleus of 
the opposite side. Correlated maldevelopments of 
this nature arise through the interplay of mutually 
regulatory developmental processes. In many in- 
stances it would be difficult to identify the aber- 
ration which initiated the sequence of abnormalities. 


The second consideration applies to cases in 
which the two or more brain anomalies involve 
p2rts which are not functionally related in the man- 
ner just noted. In the brain of one epileptic idiot, 
to cite a case, there occurred: (1) Occlusion of the 
aqueduct of Sylvius, with internal hydrocephaly; 
(2) nodules of heterotopic cortex bordering 
the lateral ventricles; and (3) abnormal arrange- 
ment of the cortical layers and signs of immaturity 
ot cortical neurones. In an instance such as this 
it is, of course, possible that the joint defects illus- 
trate a different variety of developmental succes- 
sion; it might be suggested that hydrocephaly 
existed during the critical period of cortical differ- 
entiation in the middle trimester of pregnancy, in- 
troducing mechanical impediments to the proper 
proliferation, migration and grouping of the corti- 
cal elements. But to illustrate cases of a still dif- 
ferent category, where at least some of the mal- 
developments are more clearly independent, the 
defects typically associated with agencies of the 
corpus callosum may be mentioned. These are: 
Polygyria, embryonic arrangement of sulci, absence 
of olfactory nerves and partial separation of the 
frontal lobes. Why is it, in these and similar in- 
stances, that multiple defects occur? The answer 
to this question is not yet at hand, but there are 
suggestive evidences that the situation is not dif- 
ferent in principle from the frequently combined 
occurrence of other bodily anomalies. Indeed, 
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among epileptics various growth disorders, includ- 
ing asymmetries, disproportions and anomalies in- 
volving skeleton, primary and secondary sex char- 
acteristics, fat distribution and the like are not 
uncommon; in Wertham’s series 26 per cent of the 
cases exhibited stigmata of this order. Then 
comes the question of whether convulsive disorder 
in individuals having developmental defects of the 
brain is directly assignable to one or another of 
the specific defects which are present. Certain de- 
velopmental defects of the brain appear to have 
the same potentiality of modifying cerebral dis- 
charge as the lesions of disease or trauma. A cere- 
bral area characterized by agyria or microgyria 
might be a source of embarrassed cortical function 
in the manner of the corresponding area in a nor- 
mal brain when subjected to the effects of a focal 
lesion. Likewise the primarily developed poren- 
cephaly supplies a background of pathology closely 
akin to that of the secondary pseudo-porencephaly, 
and so on. Still, it must be kept in mind that the 
very existence of these major defects implies a 
history of a widely pervading disturbance of cere- 
bral differentiation by which still other factors 
may have been introduced. 

The Electroencephalogram in Relation to the 
Epilepsies (Dr. M. I. Tuchler, Division of Psy- 
chiatry): The term electroencephalograph was 
coined by Burger in 1929 and is now generally 
used to describe the record of changes in electrical 
cortical potential. The origin of currents, what 
cells are responsible for the potential changes, is 
not known. The oscillations represent bio-electrical 
phenomena which accompany all nerve processes 
at rest and during activity. The electroencephalo- 
gram represents the electrical phenomena accom- 
panying cortical activity in the same manner that 
the electrocardiogram represents the antecedent 
and accompanying phenomena of the contracting 
heart. 

The technic of electroencephalography is similar 
in principle to that of electrocardiography. Elec- 
trodes are placed on or in the scalp and leads 
are taken from the surface of the scalp or perio- 
steum, depending upon whether the surface or 
needle electrodes are used. Cortical potentials are 
led off and amplified by means of separate vacuum 
tube amplifiers. These potentials vary from five 
millionths to one one-thousandth of a volt, values 
a thousand times weaker than those used in elec- 
trocardiography. The latter will energize a quartz 
string galvanometer without amplification; the 
former demands amplification. Interference due to 
extraneous electrical pick-up is eliminated by com- 
pletely shielding both the patient and the appar- 
atus in a metal-screened room. The electrical phen- 
omena of the heart-beat are overcome by grounding 
the body of the patient. 


The amplified cortical potentials are recorded 
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with a cathode ray oscillograph upon a bromide 
paper by photographic means, or are recorded by 
electromagnetic or dynamic mechanical inkwriting 
pencil upon paper or tape. The frequencies of the 
cortical waves vary between one and two hundred 
cycles per second. Since the usual run of cortical 
frequencies rarely exceeds sixty cycles per second 
the mechanical recorder is satisfactory; indeed, 
the lack of sensitivity or response to those higher 
frequencies is somewhat of an advantage in elimin- 
ating the electrical response coincident with mus- 
cular contraction. The latter introduce consider- 
able distortion into electroencephalogram, and 
violent muscular contractions destroy the character- 
istics of the much fainter cortical pattern. The 
degree of amplification and the frequency response 
are capable of variable control. An adequate ap- 
paratus demands at least four to six individual 
and separate amplifiers for the simultaneous re- 
cording of separate and symmetrical cortical areas. 

The most obvious components of the electro- 
encephalogram are the so-called alpha waves of 
Burger which consist of variations in electrical 
potential at a rate of ten per second. These fre- 
quencies are constant for the individual. The alpha 
waves are found when the subject is at rest with 
eyes closed and mind free of random thoughts. 
When the eyes are opened the alpha waves are 
nearly always abolished, and reading causes the 
waves to disappear. Adrian (1934) demonstrated 
that these waves took origin in the occipito- 
parietal region of the cortex, and thus have been 
related to vision. Rest augments the alpha rhythm; 
it is usually stopped completely by intense mental 
or physical concentration. This cessation of alpha 
rhythm affords an only known correlation between 
cortical waves and states of the mind. Adrian and 
Matthews feel that the alpha rhythm is suggestive 
of physiological rest. It is interesting to note that 
there are no electroencephalographic changes re- 
corded in schizophrenia, to date. 

The second type of waves was also described by 
Burger and are now called beta waves, or rhythm. 
These waves are found in the frontal areas, are 
smaller in magnitude than the alpha waves, and 
their rhythm is about ten to twenty-five per second. 
Various portions of the frontal lobes give varia- 
tions of this type of wave form. 

A third wave form has been described by Jasper 
and Anderson. This gamma form is recorded at a 
frequency of about fifty cycles. Nothing is known 
of its detailed structure. 

From these studies it has been demonstrated 
that the brain is the site of a constant, rhythmical 
activity, although comparable to the activity of the 
heart and the respiratory system. 

A petit mal attack is characterized by the ap- 
pearance of large sinusoidal waves followed by 
spiked negative deflections persisting throughout 


the attack at a rate of about three per second. 
The voltage swing is twenty times the normal 
amplitude. These bursts of activity may occur with- 
out subjective or objective evidence of a seizure 
in some patients, and these are known as threshhold 
or larval disturbances. Such a typical sinusoidal 
curve is considered pathognomonic of petit mal. 

Grand mal seizures may follow petit mal attacks. 
The grand mal wave form is characterized by rapid 
waves of ten to thirty per second which, unlike 
petit mal waves, increase in amplitude as the 
seizure progresses, become spiked in character, 
and clumped as the tonic phase appears. With 
the clonic phase the wave pattern becomes slower, 
intermittent, and diminished in magnitude. As the 
stupor appears, the waves resemble the slow and 
flat curves of deep anesthesia or sleep. With 
recovery from stupor, faster waves appear. In 
status epilepticus, as soon as an approximately 
normal level is reached, the seizure is repeated. 

Both the petit and the grand mal types of wave 
patterns may appear in the same patient and may 
blend in a progressive manner, as frequently does 
the petit and grand mal disorder. Clinically, the 
characteristic wave pattern of grand mal is, in 
contrast to that of petit mal, subject to marked 
individual variations. In the exceedingly fast out- 
bursts of activity, muscles remain in tonic con- 
traction; the clonic movements begin as slower 
waves appear until the normal wave (for the 
individual) is reached. In the main, the electro- 
encephalograph substantiates Hughlings Jackson’s 
statement that rigidity, or tonic spasm, is clonus 
“run together.” 

In Jacksonian variations, and in frontal atrophy, 
the abnormal rhythm is frequently confined to the 
frontal or motor lobes alone. Cerebral neoplasms 
are also demonstrated by variations in electrical 
activity. 

Gibbs and Lennox believe that “Epilepsy is a 
cisordered functioning of the rate regulating 
mechanisms of the brain’, and have coined the 
term “paroxysmal cerebral dysrhythmia” to de- 
scribe the condition. They believe that grand mal 
is characterized by an acceleration of the activity 
of the cortex; petit mal characterized by an alter- 
nate slow and a spiked discharge, and the “psycho- 
motor attack” or epileptic equivalent by a com- 
posite wave form. The shift from the normal to 
the slow or the faster rhythm Lennox considers 
the basic disorder in the convulsive state. 

Encephalography: Presentation of Cases (Dr. 
D. H. Echols, Division of Neurosurgery): The first 
case discussed tonight by Dr. Golden was that of 
a young man who had temporal lobe fits, headache, 
and choked discs. The ventriculograms which you 
see here verified the clinical diagnosis of a tumor 
in the region of the temporal lobe. You will note 
that the lateral ventricles, third ventricle and 
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right temporal bone have been pushed to the left 
by the tumor. The tumor proved to be extradural 
and was completely removed. 

The little girl presented by Dr. Golden had 
temporal lobe attacks, emotional disturbances and 
homonomous hemianopsia. You will note that the 
ventriculograms do not agree with the clinical 
diagnosis of tumor of the temporoparietal region, 
but demonstrate an atrophy of this part of the 
brain. 

I would like to introduce this man who came to 
us because of generalized epileptic attacks. His 
trouble is the result of a severe head injury sus- 
tained one and one-half years ago. 
that his encephalogram shows mild atrophy of 
one cerebral hemisphere. The patient, who is 
taking phenobarbital and limiting his fluid intake, 
is now iree of symptoms. 


You will note 


In conclusion, I wish to urge that more use be 
made of encephalography as a diagnostic pro- 
cedure. The method is available to infants and 
children as well as to adults. It is simple to per- 
form and is almost without danger. You might 
well ask what is gained by making an anatomic 
diagnosis in children who are feebleminded, epi- 
leptic or spastic. I feel very strongly about the 
answer. Hundreds of such children are taken 
from doctor to doctor and from city to city in a 
search of a word of hope or a positive diagnosis. 
This is carried on until the resources of the 
parents are exhausted. If an encephalogram is 
made the exact condition of the brain can be 
demonstrated to the parents. It then becomes easy 
for them to understand the uselessness of seeking 
surgical aid for such conditions as brain atrophy, 
congenital anomalies, communicating hydroceph- 
alus and porencephalic cyst. 


GRADUATE SCHOOL 
LOUISIANA STATE UNIVERSITY 
MEDICAL CENTER 
New Orleans 
The scientific meeting of April, 1938, was called 
by Dr. James T. Nix, Dean of the Graduate School. 
Doctor J. Shumard George presented the following 
paper: 





SOME POINTS IN TREATMENT 
OF CANCER OF THE CERVIX 

In the treatment of cancer of the cervix in gen- 
eral, irradiation is used. This, it is believed, gives 
the best results in the majority of cases. 

Very frequently we are faced with the problem 
of a large, obese patient who has borne children, 
and has borne children, and has a cauliflower 
mass at the cervix which proves to be malignant. 
In the past we have been forced to rely on radium 
inserted into the cervical canal to a large extent, 
because the thickness of the body tissues dimin- 
ishes the R-units delivered to the parametrium to 
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to such an extent that it seems hardly practical 
to use it at all. The patients were exposed to large 
skin doses of roentgen ray but the amount reach- 
ing the region to be treated was far from sufficient 
to deliver a lethal dose to the cancer cells. 
we are trying another method in the treatment 
of these patients with somewhat better results than 
previously, although the time is 
give any definite statistics. 

Dr. Cooper of the Department of Radiology of 
Charity Hospital was the first to suggest and 
try the use of vaginal roentgen ray in the Tumor 
Clinic. It has been used before both abroad and 
in this country, but of recent years little has been 
done in this locality by this method. 

There are definite advantages to 
and quite definite contraindications. 
indications are: 

1. A nulliparous vagina, or any stenosis of the 
vagina, precludes the use of the pyrex glass spec- 


ulum. 
2. 


Now 


insufficient to 


this method, 
The contra- 


A patient having considerable bleeding can 
not be treated because the insertion of the spec- 
ulum may aggravate the bleeding. 

3. In cases in which the disease definitely in- 
volves the parametrium, we can not hope to reach 
this area as readily through the vagina as by the 
abdominal route. 

The advantages are quite as definite with this 
method as we can treat obese patients by roentgen 
ray who could not be treated otherwise. We can 
treat the large cauliflower masses, causing them 
to diminish in size, and at the same time cutting 
down the infection so that radium can be applied 
with less chance of reaction. 

The roentgen ray to the cervix delivered through 
a pyrex speculum is not very irritating to the 
mucous membrane, and although the position we 
have been using, that is, the knee chest position, 
is not comfortable, the reaction to the irradiation 
does not seem to be as great. 

This is not a new way to treat carcinoma of the 
cervix, but it is an aid in certain patients whom, 
prior to its use, we were unable to treat satis- 
factorily. We are having some excellent results 
now, but only a large number of patients treated 
over a long period of time will prove its value. 
The preliminary results are gratifying in that the 
size of the cancer diminishes rapidly, the mucous 
membrane shows no ill effects, and the epithelial 
reaction of the lesion is rapid. 

FACULTY CLUB 
LOUISIANA STATE UNIVERSITY 
SCHOOL OF MEDICINE 

The February meeting of the Faculty Club of 
Louisiana State University School of Medicine 
was held on Friday, February 18, 1938 at 8 p. m. 
in the Medical Center Science Bldg. 
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Dr. Earl Conway Smith of the Department of 
Obstetrics and Gynecology presented the following 
subject: 

THE CLINICAL EFFECTS OF CAMPHOR-IN-OIL 
UPON LACTATION; A PRELIMINARY REPORT 


In 1929 it occurred to me that if camphorated 
oil, by applications directly to the breast, would 
help relieve engorgement or favor involution, 
then it possibly would be of value when admin- 
istered hypodermically. Experiments were begun 
then and are being continued at the present time. 

This series consists of 96 selected cases from a 
total of 2054 confinement cases, with the follow- 
ing indications for interference with lactation: 


1. Stillborn 74 
2. Weaning 8 
3. Cardiac disease 4 
4. Collapse 3 
5. -—Anemia 3 
6. Polygalactia 2 
7. Unwed mother 1 
8. Mastitis 1 

96 


For convenience, engorgement of the breasts was 
classified according to degrees of severity and 
treatment was instituted accordingly. 

The outline for dosage of camphor-in-oil, given 
intramuscularly: 


A.M P. M. 
First day 3 gr. 3 er. 
Second day 3 gr. 3 gr. 
Third day 3 gr. 
Fourth day 3 gr. 


Series of 25 cases was used as control to obtain 
the normal lactation curve. When a comparison 
was made between the normal lactation curve and 


that obtained in the series following the use of 

camphor-in-oil, it was found that the quiescent, or 

non-lactating, stage was reached in two to four 

days in place of the usual four to six days. 
CONCLUSIONS 

1. Camphor-in-oil is the most effective method 
to suppress lactation, partially or completely. 

2. Pain due to engorgement is relieved in eight 
to twelve hours following the first injection. 

3. The sooner the injections are given  post- 
partum, the quicker the relief and more effective 
is the action. 

4. No unfavorable reactions were noted in this 
series. 

5. Although reports in the literature upon ex- 
perimental animals are both for and against the 
efficacy of camphor-in-oil to check lactation, clin- 
ically it has proved of great value whatever may 
be the theory of action. 


A STUDY OF WASSERMANN-FAST 
SYPHILIS WITH AN EVALUATION 
OF THERAPEUTIC MEASURES 
Dr. James K. Howles of the Department of 
Dermatology and Syphilology presented the paper 
which will be published elsewhere. 





Dr. W. Branks Stewart of the Department of 

Medical Art presented the following: 
SOME PROBLEMS IN MEDICAL ART 

A discussion of the problems in the field of 
medical illustrating, with particular reference to 
planning the work to suit its purpose, conveyance 
of the essential information, execution and choice 
of a suitable medium, reproduction, and a pointed 
classification of the individuals whose cooperation, 
or lack of it, enlivens the day of the medical 
artist. 





TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


CALENDAR 

May 2. House of Delegates, Louisiana State Medi- 
cal Society, 9:30 a. m. 

May 2. Board of Directors, The Orleans Parish 
Medical Society, 8 p. m. 

May 2. Pathologic Conference, Hotel Dieu, 8:15 
p. m. 

May 3. Louisiana State Medical Society, 9 a. m. 

May 3. Eye, Ear, Nose and Throat Hospital 
Staff, 8 p. m. 

May 4. Louisiana State Medical Society, 9 a. m. 

May 4. Clinical Pathological Conference, Charity 
Hospital and L. S. U. Medical Center, 
2 p. m. 

May 4. Mercy Hospital Staff, 8 p. m. 

May 4. Hutchinson Memorial Clinic Staff, 8 p. m. 

May 5. Clinicopathologic Conference, Touro In- 


firmary, 11:15 a. m. to 12:15 p. m. 

May 9. THE ORLEANS PARISH MEDICAL 
SOCIETY, 8 p. m. 

May 11. Clinical Pathological Conference, Charity 
Hospital and L. S. U. Medical Center, 
2 p. m. 

May 11. Woman’s Auxiliary, Orleans Club, 3 p. m. 

May 11. Touro Infirmary Staff, 8 p. m. 

May 13. French Hospital Staff, 8 p. m. 

May 16. Hotel Dieu Staff, 8 p. m. 

May 17. Charity Hospital Medical Staff, 8 p. m. 

May 18. Clinical Pathological Conference, Charity 
Hospital and L. S. U. Medical Center, 
2 p. m. 

May 18. Charity Hospital Surgical Staff, 8 p. m. 

May 19. Clinicopathologic Conference, Touro In- 
firmary, 11:15 a. m. to 12:15 p. m. 
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May 19. Eye, Ear, Nose and Throat Club, 8 p. m. 

May 20. I. C. R. R. Hospital Staff, 12 noon. 

May 20. New Orleans Dispensary Staff, 8 p. m. 

May 23. THE ORLEANS PARISH MEDICAL SO- 
CIETY, 8 p. m. 

May 24. Baptist Hospital Staff, 8 p. m. 

May 25. Clinical Pathological Conference, Charity 
Hospital and L. S. U. Medical Center, 
2 p. m. 

May 26. Clinicopathologic Conference, Touro In- 
firmary, 11:15 a. m. to 12:15 p. m. 

May 27. L. S. U. Faculty Club, 8 p. m. 


During the month of April, the Society held one 
joint quarterly executive meeting and one regular 
scientific meeting. Reports for the first quarter, 
1938, were read at the meeting of April 11. Papers 
were read as follows: 


Deuteroproteose and Specified Serum in the 

Treatment of Pneumonias. 

 escteecoccos icniininots CHO Brooks 

Discussed by Dr. John Signorelli. 

Protamine Insulin in the Treatment of Diabetes 

Mellitus. 

ee Dr. Manuel Gardberg 

Discussed by Dr. P. H. Jones and closed by 

Dr. Gardberg. 

Some Fractures of the Upper Extremity (A 

newer method of demonstrating fundamental 

principles of treatment): Motion Picture. 

a: icp Dr. H. Theodore Simon 
At this meeting Drs. J. W. Cirino and Maurice J. 

Gelpi were elected to Honorary Membership. 





At the meeting of April 25, the following program 
was presented: 
The Present State of Insulin 
Treatments of Schizophrenia. 
i... aa wen Dr. Erwin Wexberg 
Discussed by Dr. Walter J. Otis. 
The Chronicity of Tuberculosis. 
SE eons ‘ Dr. Sydney Jacobs 
Amebic Abscess of the Liver. 
tS iitancatntbacatl Dr. Edward A. Ficklen 
Discussed by Dr. M. E. DeBakey. 
A resolution was adopted definitely protesting 
against newspaper articles being signed by members 
of the Society. 


and Metrazo! 





Radio programs, sponsored by the Orleans Par- 
ish Medical Society, are held every Friday from 8 
to 8:15 p. m. over Station WDSU. Members de- 
sirous of making talks are requested to communi- 
cate with Dr. M. M. Hattaway, chairman. 


The following doctors were elected to active 
membership: Drs. George E. Barnes, Guy A. Cald- 


well, Vincente D’Ingianni, Fred King Vaughan, and 
M. Carl Wilensky. 


NEWS ITEMS 
At the recent election of officers of the Light- 
house for the Blind, Drs. J. M. Koelle and Julius 
E. Isaacson were named honorary presidents, and 
Drs. A. Mattes and Monte F. Meyer appointed to 
the board. 


Dr. N. K. Edrington was nominated for the pres- 
idency of the Alcee Fortier High School Coopera- 
tive Association, March 8. 


Dr. T. A. Watters attended the celebration of 
the twenty-fifth anniversary of the Henry Phipps 
Psychiatric Clinic, of Johns Hopkins Hospital, in 
Baltimore. Following this he attended the Thomas 
W. Salmon memorial lectures in New York City. 


Dr. Charles J. Bloom conducted a _ refresher 
course in pediatrics in Baton Rouge, March 14-18. 


At the Third District Medical Society meeting, 
March 16, in New Iberia, were Drs. N. K. Edring- 
ton, Allan Eustis, J. T. Nix, Neal Owens, C. L. Pea- 
cock, and Paul T. Talbot. 


Dr. Peter Graffagnino spoke on “Endometrial 
Biopsy Studies in Gynecology” before the Harris 
County Medical Society in Houston, March 23. 


Drs. H. H. Beard, Edgar Hull and E. A. Socola 
presented papers at the March meeting of the 
Faculty Club of Louisiana State University School 
of Medicine. 


Attending the Alexandria Medical Seminar group, 
March 30, were: Dr. Michael DeBakey who spoke 
on “Blood Transfusion”; Dr. Edgar Hull who spoke 
on “Remedial Heart Disease’; and Dr. J. Ross 
Veal who spoke on “Postoperative Edema of the 
Arm and Primary Thrombophlebitis.” 


Dr. Thomas Benton Sellers sailed March 30 for 
Europe to attend the meeting of the International 
Congress of Obstetricians and Gynecologists in 
Amsterdam. Dr. Sellers will visit clinics in the 
principal cities of Europe before the meeting. 


Dr. D. H. Echols spoke March 31 before the Fifth 
District Medical Society in Atlanta. His subject 
was “Surgical Treatment of Hypertension.” 


Dr. John H. Musser attended the meetings of the 
American Board of Internal Medicine, April 1-2, 
and the American College of Physicians in New 
York City, April 4-8. 
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Dr. Alton Ochsner attended the American Asso- 
ciation for Thoracic Surgery meeting, April 4-6, in 
Atlanta, where he spoke on “The Operative Cor- 
rection of Pectus Excavatum.” 


Dr. Walter J. Otis spoke April 4 before the Catho- 
lic Youth Conference. 


Dr. Lucien A. LeDoux addressed the New Orleans 
High School Teachers Association, April 5, on the 
necessity for normal scholastic advancement for a 
girl in her teens. 


Attending the meeting of the American College 
of Physicians in New York City, April 4-8, were 


Drs. Oscar Blitz, George M. Decherd, Grace Gold- 


smith, Edgar Hull, Louis A. Monte, John H. Musser, 
Carlo Tripoli, and Willard R. Wirth. 


Dr. Edwin Socola conducted a refresher course 
in pediatrics in Bogalusa, April 4-9. 

Dr. C. C. Bass attended the dedication ceremonies 
at Louisiana State University, April 7, as official 
delegate of the American Academy for the Ad- 
vancement of Sciences. 





Dr. A. J. Hockett spoke before the Southeastern 
Hospital Conference in Birmingham, April 7-9. 





On April 10, Dr. Murrel Kaplan spoke on “Diets 
in Stomach Disorders” before the Louisiana State 
Dietetic Association. 


Dr. Dean H. 
and Dr. 


Echols spoke on “Brain Tumors” 
Mims Gage on “Infections of the Hand” 
before the Calhoun County Medical Society, April 
12, at Anniston, Alabama. 


Dr. John H. Musser addressed the Delta Medical 
Society in Rosedale, Mississippi, April 13, on “The 
Treatment of Pneumococcic Pneumonia.” 


Dr. Wilbur C. Smith and Dr. Marie B. Dees- 
Mattingly attended the semi-centennial meeting of 
the American Association of Anatomists in Pitts- 
burgh, April 14-16. 


Attending the Mississippi State Medical meeting 
in Jackson, April 19, were Dr. Isidore Cohn anid 
Dr. Leon J. Menville who presented a paper on 
“Carcinoma of the Cervix.” 





At the Alabama State Medical Society meeting 
in Mobile, April 19-21, were Dr. Oscar Bethea who 
“The Pneumonias”; and Dr. John H. 
Musser who talked on “Treatment of Organic and 
Inorganic Disease of the Stomach.” 


spoke on 
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TREASURER’S REPORT 
Actual book balance: 2/28/38: __... 
ete AS sist ce, 


..... $4,569.02 
sae $1,365.42 








NE IS oriitntescctctiriiricntcrbbiestiedes $5,934.44 
March expenditures: _.......__.___ $1,081.58 
Actual book balance: 3/31/38: $4,852.86 


LIBRARIAN’S REPORT 

During March 62 volumes have been added to 
the Library. Of these, 19 were received by gift, 
28 by binding, 1 by purchase and 14 from the New 
Orleans Medical and Surgical Journal. The Library 
has loaned to doctors during March, 987 volumes 
or almost two to each member of the Society. In 
addition, 1098 have been loaned to students for 
overnight use, making a total of 2085 for the 
month. These figures do not include the great use 
of books and journals within the Reading Rooms. 

Members of the staff have collected material on 
the following subjects during March: 

Dermatitis from sulfanilamide. 

Famous misconceptions of disease in medieval 

history. 

Angioneurotic edema. 

Treatment of pneumonias. 

Ocular manifestations of osseitis deformans. 

Geriatrics. 

Rheumatic fever in infants and children. 

Tuberculosis of the skin. 

The blind and the insane in Louisiana and the 

United States. 

Psychoanalysis in alcoholism. 

Psychopathic constitutional inferiority. 

Calcification of hematomas. 

Treatment of myasthenia gravis with prostigmin. 

Rheumatic heart disease. 


NEW BOOKS 


A. M. A.: Section on Laryngology, Otology and 
Rhinology Transactions, 1930, 1931 and 1932. 

Padgett, E. C.: Surgical Diseases of the Mouth 
and Jaws, 1938. 

Galdston, Iago: 
of Prevention, 1937. 

Merritt, H. H.: Cerebrospinal Fluid, 1937. 

Helmholtz, Hermann von: On Thought in Medi- 
cine, 1938. 


Maternal Deaths and the Ways 


Wolf, G. D.: Physicians’ Business, 1938. 

Magner, William: Textbook of Hematology, 
1938. 

Rooyen, C. E. von: Muir’s Bacteriological Atlas, 
1937. 


Geckeler, E. O.: 
Practitioners, 1937. 
Glaister, John: 

ton Case, 1937. 


Fractures and Dislocations fox 


Medico-legal Aspects of the Rux- 
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DeLee, J. B.: Obstetrics for Nurses, 1937. 
Kerr, J. M. M.: Operative Obstetrics, 1937. 
McKee, G. M.: X-ray and Radium Treatment of 

Diseases of the Skin, 1938. 

Weiss, H. B.: Manual of Clinical and Laboratory 


Technic, 1937. 
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American Neurological Association Transactions, 
1937. 
Pohle, E. A. (ed.): 
Roentgen Therapy, 1938. 
Gilbert C. Anderson, M. D., 
Secretary. 


Theoretical Principles of 
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JOSEPH ALOYSIUS O’HARA 


THE NEW PRESIDENT 


Joe O’Hara, as he is known throughout Louisiana, 
among his professional brethren, as well as to the 
thousands of his lay friends, was born in 1869, the 
son of Joseph O’Hara and Anna Norris O’Hara. 
His early life was spent in the rear of the Garden 
District of New Orleans, where he later practiced 
pharmacy. 

O’Hara’s ambition, however, to become a 
family doctor, and he entered Tulane School of 
Medicine, where he obtained his Medical Degree 
in 1900. For many years he has been engaged in 
the very active practice of medicine, principally 
as a typical family doctor. 

In 1904, Dr. O'Hara was elected Coroner of the 
Parish of Orleans, a position which he held for 
twenty years. In the conduct of this office, Dr. 
O’Hara attained much fame for his human and 
practical handling of the cases brought to his of- 
ficial attention, particularly those of the insane. 

In 1928, Dr. O’Hara was made President of the 
State Board of Health. During his terms of office, 
which he is still filling, a tremendous expansion 
and increased activity have occurred in the work 


was 


of the Board. The full time health services have 
been extended to practically every parish in the 
state, and in these services, as well as in other 
fields of endeavor, the rights and privileges of the 
doctor always have been jealously and loyally 
protected. 

As ex-officio Chairman of the Tuberculosis Com- 
mission of Louisiana, as well as in his private ca- 
pacity as a doctor and citizen, Dr. O’Hara has 
given unstintingly of his thoughts, time and money 
to the extension of facilities for the care of the 
tuberculous. 

Dr. O’Hara is one of the few physicians, still 
active, who has had actual clinical experience 
with yellow fever. In addition, in 1905, when the 
last campaign against Yellow Jack was carried on 
in New Orleans, he was actively in charge of the 
tenth ward association, as its president. 

During the World War, Dr. O’Hara was engaged 
in medical work with the Selective Draft Board. 

Dr. and Mrs. O’Hara reside at 2311 St. Charles 
Avenue, and she and two children, Judge Wm. 
O’Hara and Mrs. Hugh LeBlanc as well as several 
grandchildren, help to offer a happy buffer to the 
difficulties with which a busy public official has to 
contend. 

We feel that Dr. O’Hara will bring all 
many talents to full fruition as President of the 
State Society, and wish him every measure of 
success. 


of his 


SIXTH DISTRICT MEDICAL SOCIETY 

The semi-annual meeting of the Sixth District 
Medical Society was held Thursday, April 21, at 
the Baton Rouge General Hospital. The scientific 
program included two papers: “Surgical Anatomy 
of the Gall Bladder with Observations” was pre- 
sented by Dr. Emmett Irwin of New Orleans; 
“Hemangioma of the Colon” was presented by Dr. 
W. H. Cook of Baton Rouge. 

Among the guests at the meeting were Drs. P. 
T. Talbot and C. L. Peacock of New Orleans. 

The following officers were elected for the com- 


ing year: 
President: Dr. J. L. Beven, Baton Rouge. 
Secretary-Treasurer: Dr. H. A. Folse, Donald- 
sonville. 
Delegate: Dr. E. M. Robards, Jackson. 


J. L. Beven, M. D., Pres. 
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TANGIPAHOA PARISH MEDICAL SOCIETY 

The Tangipahoa Parish Medical Society met in 
Hammond on January 13, 1938. The following 
members were present: Drs. V. J. Gautreaux, Glenn 
Smith, C. D. Overton, R. F. Gates, A. L. Lewis, W. 
T. Newman, John Corso, L. L. Ricks, W. H. Mc- 
Clendon, M. C. Wiginton, J. DeLoach Thames. 

A representative of the Child Welfare Depart- 
ment addressed the society in regard to the estab- 
lishment of a Parish Health Unit. The society 
voted to endorse this movement and appointed two 
members to appear before the Parish Police Jury 
and Parish School Board to discuss the need of 
such a unit. 


A representative of the Group Hospitalization 
Insurance Company of New Orleans outlined the 
policy of the company and the society voted favor- 
ably on any corporation in the parish desiring to 
obtain such a policy. 

Dr. Maurice Campagna of New Orleans gave a 
very instructive talk on the treatment of heart 
disease. 

J. DeLoach Thames, M. D., Sec. 


NEW ORLEANS 
GRADUATE MEDICAL ASSEMBLY 
At a meeting of the general membership on Fri- 
day, April 22, the following officers were elected 
for the year 1938-39: 
President: Dr. John H. Musser. 
First Vice-President: Dr. Hilliard E. Miller. 
Second Vice-President: Dr. H. W. E. Walther. 
Third Vice-President: Dr. Maurice Lescale. 
Secretary: Dr. Max M. Hattaway. 
Treasurer: Dr. Francis E, LeJeune. 
Director of Clinics: Dr. Emmett Irwin. 





NEW YORK ACADEMY OF MEDICINE 


The Eleventh Annual Graduate Fortnight will be 
held from October 24-November 4, 1938. This year 
there will be presented a program on diseases of 
the blood-forming organs. The complete program 
may be secured from Dr. Mahlon Ashford, 2 East 
103rd Street, New York City. 





AMERICAN PUBLIC HEALTH ASSOCIATION 

The annual-meeting of the American Public 
Health Association will be held in Kansas City, 
Missouri, October 25-28, 1938. 


The Chicago Medical Society will run a special 
train to the meeting of the American Medical 
Association, leaving Chicago at 9:00 p. m. on June 
9 and arriving in San Francisco June 12. Members 
of the State Medical Society are cordially invited 
to travel to San Francisco on this train. 
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AMERICAN HEART ASSOCIATION 

The annual meeting of this organization will be 
held June 10-11, 1938, in the Sir Francis Drake 
Hotel, San Francisco. The first day’s program 
will be devoted to disease of the heart; the second 
day’s program to the peripheral circulation. On 
the program are Doctors Sodeman and Burch from 
New Orleans. 





Dr. Isidore Cohn, Professor of Surgery and 
Associate Director of the Department in the Gradu- 
ate School of Medicine of the Louisiana State Uni 
versity Medical Center, addressed a meeting of the 
Mississippi State Medical Society in Jackson, Mis- 
sissippi. Dr. Cohn spoke on “The Making of a Sur- 
geon” and “The Vascular Clinic.” 


BEAUREGARD PARISH MEDICAL SOCIETY 
OFFICERS—1938 

President: Dr. Thomas R. Startor, DeRidder. 

Vice-President: Dr. J. D. Frazar, DeRidder. 

Secretary-Treasurer: Dr. R. L. Love, DcRidder.. 

Delegate: Dr. R. L. Love, DeRidder. 

Alternate: Dr. J. D. Frazar, DeRidder. 


IBERVILLE PARISH MEDICAL SOCIETY 
OFFICERS—1938 


President: Dr. R. J. Spedale, Plaquemine. 
Vice-President: Dr. W. E. Barker, Jr., Plaque- 
mine. 


Secretary-Treasurer: Dr. 
White Castle. 
Delegate: Dr. 
Alternate: Dr. 


Frank O. Tomeny, 


Eugene Holloway, Plaquemine. 
J. Cyril Eby, Plaquemine. 





ST. MARY PARISH MEDICAL SOCIETY 
OFFICERS—1938 
President: Dr. J. T. Prosser, Morgan City. 
Vice-President: Dr. F. H. Metz, Morgan City. 
Secretary-Treasurer: Dr. P. S. Parrino, Frank- 


lin. 
Delegate: Dr. T. H. Gueymard, Morgan City. 
Alternate: 


Dr. G. G. Aycock, Patterson. 


BOSSIER PARISH MEDICAL SOCIETY 
OFFICERS—1938 
President: Dr, Elda S. Coyle, Plain Dealing. 
Vice-President: Dr. R. O. Carter, Bossier City. 
Secretary-Treasurer: Dr. John B. Hall, Benton. 
Delegate: Dr. John B. Hall, Benton. 
Alternate: Dr. Elda S. Coyle, Plain Dealing. 


VERMILION PARISH MEDICAL SOCIETY 
OFFICERS—1938 

Dr. J. T. Abshire, Kaplan. 

Dr. A. Landry, Delcambre. 


President: 
Vice-President: 
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Secretary-Treasurer: Dr. M. 
ville. 


A. Young, Abbe- 


Delegate: Dr. J. T. Abshire, Kaplan. 


Alternate: Dr. Leo Saporito, Kaplan. 


INFECTIOUS DISEASES IN LOUISIANA 

Dr. J. A. O'Hara, epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbidity reports for the state, which contain the 
following summarized information: For’ the 
eleventh week of the year, ending March 19, syph- 
ilis, as per usual, led all reported diseases to such 
an extent that it represented over 50 per cent of 
the reports in this month. There were 290 cases 
listed. Other occurring in frequency 
greater than forty-five cases of pneu- 
monia, 36 of gonorrhea, 32 of typhoid fever, 26 of 
chickenpox, 24 of pulmonary tuberculosis, 20 of 
whooping cough, 18 of cancer, 12 of diphtheria and 
11 scarlet fever. Of the rare diseases, there 
were reported three cases of smallpox, one of 
typhus fever, three of undulant fever and one of 
tularemia. The typhoid fever cases came largely 
from Jefferson Parish, where there is a mild epi- 
demic of this disease. For the next week, ending 
March 26, there were 205 cases of syphilis, 31 of 
pulmonary tuberculosis, 23 each of pneumonia and 
cancer and typhoid fever, 22 of whooping cough, 
20 of influenza, 15 of hookworm, 14 of chickenpox, 
13 of scarlet fever and 12 of gonorrhea. There 
were only two cases of typhoid fever reported in 
Jefferson, but. of the nine listed as coming from 
New Orleans, most of them were imported from 
Jefferson. 


diseases 
10 were: 


cases of tularemia 
from Red River Parish, and a case of lethargica 
encephalitis from Orleans. For the week ending 
April 2, syphilis was so far ahead of the reportable 
diseases that it is astounding. There were 669 
reported from throughout the state. The 
next most frequent were 33 cases each of gonor- 
rhea and chickenpox, followed by 30 of pulmonary 
tuberculosis, 27 of pneumonia, 25 of measles, 23 
of whooping cough, 16 of cancer, 13 of typhoid 
fever, and 12 each of diphtheria and influenza. 
Four cases of cerebrospinal meningitis were re- 
ported this week; two cases of smallpox were re- 
ported from Washington Parish and one case of 
poliomyelitis from Winn Parish. Of the typhoid 
fever cases reported only one came from Jefferson. 
For the fourth week for which reports are avail- 
able, that of April 9, syphilis was way in the fore- 
front with 578 cases, followed by 30 of pulmonary 
tuberculosis, 29 of pneumonia, 23 of cancer, 19 of 
whooping cough and 10 of chickenpox. The ty- 
phoid fever cases were only nine in number this 
week, of which two were reported from Jefferson 
and four from Orleans; two of the latter were im- 


There were four 


cases 
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ported. Four cases of tularemia were reported and 
two of undulant fever. 


HEALTH OF NEW ORLEANS 


The Department of Commerce, Bureau of the 
Census, reports that for the week ending March 
19, 1938, there were 164 deaths in New Orleans 
as contrasted with 134 the previous week. Of these 
deaths, 91 were in the white and 73 in the negro 
race. Twenty-two of the deaths were in children 
under one year of age, mostly negro children. For 
the next week, ending March 26, 154 deaths were 
recorded, of which 91 were in the white section of 
the population and the remainder in the negro. 
Infant deaths were only nine in number, divided 
four white and five negro. For the week ending 
April 2, there was a reduction of 20 in the number 
of deaths as compared with the previous week. 
Of these deaths 77 were in the white and 57 in 
the negro race. There were 15 infant deaths, two- 
thirds of which were in the white race. For the 
last week for which reports are available, that of 
April 9, there were 179 deaths in the city, divided 
104 in the white and 75 in the negro population; 
twenty-two of these deaths were in infants under 
one year of age. 


WOMAN’S AUXILIARY 
Louisiana State Medical Society 


President—Mrs. George D, Feldner, New Or- 
leans. 

President-Elect—Mrs. Frederick G. Ellis, Shreve- 
port. 

First Vice-President—Mrs. Joseph P. Brown, 
Monroe. 


Second Vice-President—Mrs. Walter Moss, Lake 
Charles. 

Third Vice-President—Mrs, 
New Orleans. 

Fourth Vice-President—Mrs. 
Homer. 

Recording Secretary—Mrs. William B. Heidorn., 
Shreveport. 

Corresponding Secretary—Mrs. 
bert, New Orleans, 

Treasurer—Mrs. 
leans. 

Parliamentarian—Mrs, John T. Crebbin, Shreve- 
port. 

Press and Publicity—Mrs. Lucian W. Alexander, 
New Orleans. 


Robert Bernhard, 


E. A. Campbell, 


Aynaud F. He- 


Cassius L. Peacock, New Or- 





Dear Auxiliary Members: 

This is my farewell message to you as your 
President, and I extend to each of you my pro- 
found thanks and appreciation for the cooperation 
and sympathetic understanding you have so gen- 
erously given me this past year. The keen inter- 
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est and splendid cooperation of the membership 
has proved itself by the many and varied achieve- 
ments of the parish auxiliaries during this regime. 
Further proof of this interest is the fact that 
eight new auxiliaries have been organized during 
1937-38, fortifying the ideals upon which we are 
founded, 

I am deeply grateful to you for the honor of 
serving you as your President, an honor which has 
afforded me the opportunity to know and become 
better acquainted with my fellow-workers and 
whose contacts and friendships always will be a 
cherished possession to me. I urge your continued 
interest in the auxiliary. 

Sincerely, 
Alma W. Feldner, President 
(Mrs. George D. Feldner) 


IBERVILLE PARISH 


A meeting was held at the home of Mrs. R. J. 
Spedale with Mrs. George D. Feldner, President of 
the Woman’s Auxiliary to the Louisiana State 
Medical Society, Mrs. C. Grenes Cole, Organization 
Chairman, and Mrs. Roy Carl Young, Councilor for 
the Sixth District, aided the wives of the 
Iberville physicians in organizing the Woman's 
Auxiliary to the Iberville Parish Medical Society. 

The following officers were elected: 

President: Mrs. R. J. Spedale, Plaquemine. 

Vice-President: Mrs. Boote LeBlanc, St. Gabriel. 

Secretary: Mrs. E. C. Melton, Plaquemine. 

Treasurer: Mrs. F. O. Tomney, White Castle. 

Publicity: Mrs. R. D. Martinez, Plaquemine. 

Mrs. E. L. Major, Rosedale, was Chairman of the 
Constitutional Committee. Mrs. Paul Young and 
Mrs. Jones of Covington, guests of Mrs. Roy Carl 
Young, also attended this meeting, since they were 
instrumental in the organization of this auxiliary 
with Mrs. R. C. Young. 


Mrs. R. D. Martinez, 
Publicity Chairman. 
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ATTENTION! 

Following is the outline of the A. M. A. Conven- 
tion to be held in San Francisco June 13-17, 1938, 
with headquarters at the Fairmont Hotel. 

This is going to be a most interesting meeting, 
so make your plans now if you expect to attend this 
national meeting. 


Mrs. Augustus S. Kech, President, 
Altoona, Pa. 





Committee on Arrangements: Mrs. J. C. Geiger, 





Chairman; Mrs. William H. Sargent, Vice-Chair- 
man. 

PROGRAM 
Sunday, June 12: Arrival of delegates, mem- 
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Monday, June 13: 
9:00 a.m. 


1: 


ol 


715 p. m. 
:00 p. m. 


bo tb 


8:00 p. m. 


Tuesday, June 14: 
7:30 a. m. 


9:00 a. m. 


12:15 p. m. 


Wednesday, June 15: 


9:00 a. m. 
12:30 p. m. 
8:00 p. m. 
Thursday, June 16: 


9:00 a. m. 


10:00 a. m. 





To be met 


bers and guests. 
by local hostesses. 


Registration, 
Board meeting. 
Informal Luncheon. 

Sight seeing trips: 

(1) (a) Over the San Fran- 
cisco-Oakland Bay Bridge to 
the University of California. 
After a drive through these 
beautiful grounds, we will 
stop for tea at the Interna- 
tional House. (b) Across the 
scenic Golden Gate Bridge 
into “Marvelous Marin,” up 


followed by 


Mt. Tamalpais’ to Muir 
Woods, containing some of 
California’s famous “Red- 
woods.” 


(2) (a) Golf (Medal Round). 
(b) Tennis, horseback-riding 
and swimming. (Make _in- 
quiries at Information Desk). 
Trip through Chinatown. 
This will include a visit to 
the Theatre and to the Joss 
House. 


Southern Delegation  break- 
fast. 
General Session: Gold Ball- 
room. 
An excursion on the San 
Francisco Bay. From the 


decks of the steamer you will 
obtain a never-to-be-forgotten 
view of the world’s famous 
bridges. You will see also 
Yacht Harbor, colorful Fish- 
erman’s Wharf and Alcatraz 
Island, on which is situated 


the Federal penitentiary. 
Luncheon will be served on 
board. 


Free Evening. 


General Session: Gold Ball- 
room. 
Luncheon, honoring the Na- 


tional Board. 
California evening (Surprise). 


Post-convention Board Meet- 
ing: Gold Ballroom. 
(1) Golf (Medal Round). 


(2) Sight-seeing trips: (a) 


Over the Skyline Boulevard 
to Stanford University, visit- 
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ing the chapel with its beau- 
tiful mosaics. The home of 


former President Herbert 
Hoover is situated on the 
campus. Luncheon will be 


served at the Allied Arts., The 
return trip will be made over 
the Bay Shore Highway; (b) 
A tour of the City of San 
Francisco: through Golden 
Gate Park, visiting the Jap- 
anese Tea Garden while there, 
thence to Fleishhacker Pool 
and the Zoo, along the shores 
of the Pacific Ocean, past the 
Cliff House to the Presidio, 
along the Marina to Fisher- 
man’s Whart and then 
through Chinatown. 


4-5:00 p. m. Musical, Exhibit Room (Tap- 

estry Room). Y 

7:00 p. m. Bring your husband. Dinner, 
music and entertainment. 

9:00 p. m. President’s Reception and 


Ball. 


ORLEANS PARISH 


The 


Medical Society held their regular monthly meet- 


Woman’s Auxiliary to the Orleans Parish 
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ing and tea on Wednesday, April 13, at the Orleans 
Club. 


Plans for the coming State Convention were dis- 
cussed. Mr. S. Chaille Jamison, General Chairman, 
assisted by Mrs. Shirley C. Lyons, Vice-Chairman, 
and a large committee have arranged a number of 
entertainments in addition to the business sessions, 
the high lights of which will be a style-show spon- 
sored by Gus Mayer Co., Ltd., one of our leading 
women’s shops, and a tea on the last day of the 
Convention, May 4, at the New Orleans Country 
Club, in honor of the incoming State President, 
Mrs. Frederick G. Ellis of Shreveport. We are 
hoping for a big registration for the Convention. 


The Honorable Hugh M. Wilkinson, well known 
New Orleans lawyer, spoke on “The Human Inter- 
est Side of the Constitution,” and Dr. Walter Levy 
gave a short talk on “Periodic Health Examina- 
tions,”’ in the interest of which tle auxiliary is now 
making their annual appeal. 


Mrs. S. M. Blackshear, 
Publicity Chairman. 


I want to take this opportunity to thank the 
Publicity Chairmen, through whose efforts this 
column was made possible, for the cooperation they 
have given me this past year. 
enjoyed reading it. 


I hope everyone has 


Mrs. Lucian W. Alexander, 


Chairman Press and Publicity. 
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Articles 
republished from the British Medical Journal. 
Philadelphia, P. Blakiston’s Son and Company, 
1937. Pp. 278. Price $3.50. 

Altogether twenty-eight writers, some of whom 
are very well known, have contributed to this little 
work, or rather their articles which have appeared 
in the British Medical Journal between the issues 
of October 17, 1936, and May 15, 1937, have been 
incorporated into book form. 

For the most part experimental data obtained 
on animals have been avoided and the confusing 
results of clinical observations critically examined 
and evaluated. Even so, the element of doubt is 
by no means infrequent in the authors’ statements, 
as is evident from the many qualifying expressions. 

A number of contributions are outstanding and 
deserve more than casual reading; for example, 
Harrington’s “Physiology of the Thyroid Gland,” 
McCarrison’s “The Problem of Endemic Goiter” 
and two articles on the chemistry of estrogenic 
compounds, and male hormones, respectively by E. 
C. Dodds and R. K. Callow. The chemistry of thy- 


The Endocrines in Theory and Practice: 
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roxin by Harrington is also very instructive and 
helpful in obtaining an insight into this most com- 
plicated and important substance. Nevertheless, 
both chemistry and physiology leave deficiencies 
enough in our understanding of the complex ac- 
tion of glandular activity, and it is clearly evident 
that we may ask much and get little in reply at 
this stage of endocrinology. 


Sir Humphrey Rolleston contributes a final chap- 
ter on “History” which, to say the least, possesses 
the merit of brevity, without particular enlighten- 
ment. That is probably to be expected in a book 
of this sort since what the practical man wants 
to know is what it is possible to do now, and what 
we have to do it with, rather than bother about the 
fumblings of antiquity, however interesting and 
necessary they may be. 


In general the information contained between 
the covers of this book is clear, or at least as clear 
as it can be made at the moment. It represents a 
laudable attempt to place before the practitioner 
the meat of clinical experience without the gar- 





692 


nishings and as such is a worthwhile contribution 
to a difficult and intricate subject. 
L. C. Scott, M. D. 


A Method of Anatomy: Descriptive and Deductive: 
By J. C. Boileau Grant, M. C., M. B., Ch. B. 
Baltimore, William Wood & Company, 1937. 
Pp. xx + 650, figs. 564. Price $6.00. 

This volume, by the Professor of Anatomy at the 
University of Toronto, is an innovation in the 
field of anatomical textbooks. Less than a third 
of the bulk of the familiar texts of gross anatomy, 
with original, simplified illustrations and above all 
differing in the method of presenting subject mat- 
ter, “A Method of Anatomy” challenges the tra- 
ditionally plethoric teaching of anatomical rote. 
Doctor Grant writes: “The study of human an- 
atomy may be attempted in either of two ways. 
One consists in collecting facts and memorizing 
them . .. The other way consists in correlating 
facts, that is, studying them in their mutual rela- 
tionships . . . The book is meant to be a working 
instrument designed to make anatomy rational, in- 
teresting and of direct application to the problems 
of medicine and surgery. The bare, dry and un- 
related facts of anatomy tend rapidly to disappear 
into forgetfulness. That is largely because its 
guiding principles are not grasped so as to capture 
the imagination. Once they are grasped it will be 
found that details and relationships will remain 
within certain and easy recall.” 

The treatment is by regions rather than by sys- 
tems as in standard texts; the central nervous 
system is omitted in recognition of the common 
assignment of this system to a separate course with 
a special text. Emphasis is given to develop- 
mental, physiological and practical considerations, 
and the reader is constantly reminded of signifi- 
cant deductions to be drawn from observed struc- 
ture. The subject of anatomy is brought before 
the medical student shorn of much detail, in ac- 
cord with the author’s commendable aim as above 
quoted, but supplying adequate working knowledge 
of facts and at the same time stimulating a 
thoughtful analysis of structure. 


Harotp CUMMINS, PH. D. 

The Story of Motherhood: By Roy P. Finney, M. 
D. New York, Liveright Pub. Co., 1937. Pp. 
359. Price $3.00. 

This work should be a “best seller’, not only 
among those interested in obstetrics, but for any- 
one interested in the history of one of our most 
vital and fascinating subjects. 

Dr. Finney has presented us with a masterpiece. 
His story begins with the earliest known facts con- 
cerning motherhood and continues with the history 
of each important step forward in the practice of 
obstetrics. Each chapter is a separate story that 
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is full of romance. His remarks and advice given 
in his closing chapters on voluntary motherhood, 
illegal abortion, and sterility are well founded, and 
reveal sound basic thought. 

The true value of the book is best described by 
stating that once reading has begun, great hesi- 
tancy occurs before the book is put down. I can 
heartily recommend this fascinating work to the 
profession and laity alike, and believe it should 
atiorn the bookshelf of every obstetrician. 


Harry Meyer, M. D. 


Artificial Fever Produced by Physical Means: Its 
Development and Application: By Clarence A. 
Neymann, A. B., M. B., F. R. S. M. Springfield, 
Illinois, Charles C. Thomas, 1937. Pp. 285, with 
68 illus. Price $6.00. 

It is characteristic of the present time that man 
is prone to accept without reservation the vogue 
of the day. Hyperpyrexia as a therapeutic agent 
is certainly the vogue of the day. Though it has 
proven value in the treatment and cure of many 
disorders, it must not be considered a cure-all, for 
there are many diseases whose very nature ex- 
clude the employment of fever therapy as a pallia- 
tive or restorative remedy. It is therefore refresh- 
ing as well as enlightening to read Dr. Neymann’s 
new book, “Artificial Fever.” It is an unbiased, 
comprehensive treatise on this subject, and it con- 
siders the development of hyperpyrexia by physical 
means and its application to various conditions 
amenable to this form of therapy. 

Scientific experimentation is always laudable 
and investigators should not be discouraged by ap- 
parent failure or small response to the modus 
operandi employed. However, since hundreds of 
investigators clutter the literature with painfully 
acquired material which has passed the realms of 
probability, it is of great value to the physician to 
know the limitations of hyperpyrexia as well as 
its expectancies. The author’s first hand knowledge 
of the subject as well as his careful gleanings 
from five hundred and fifty reports and articles 
make this book of inestimable worth to students, 
technicians and physicians. 

Dr, Neymann recognizes the fact that we who 
are exponents of physiotherapy are able to pro- 
gress in this field only because of our conscious 
and unconscious heritage from the past. It is only 
fair, he says, that the contributions of our pro- 
genitors and contemporaries be accorded the place 
they deserve in the archives of medical history. 
The compiling of these is, in itself, a tremendous 
task, and we are exceedingly grateful to him for 
its completion. 

The history of hyperpyrexia is an interesting one, 
but as the chief concern of the physician is “the 
physiological observations made on patients treated 
with therapeutic bouts of fever,” we will endeavor 
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to outline briefly the physiological aspects of fever 
therapy and the technic of its administration. 

The principles involved, and the physical factors 
determined through a thorough examination of the 
patient will determine the physician’s procedure 
in each individual case. 

The two types of treatment are external or con- 
ductive type of heat and internal or penetrative 
heat. 

While having no desire to promote or underesti- 
mate either method used in fever therapy or any 
machine or devices, the author evaluates from his 
own experience and that of others those which he 
deems best for the patient. The skilled physician 
or technician may be equipped to administer the 
required fever bout regardless of the equipment or 
the modality employed. His skill transcends every 
other factor. Yet, when adverse situations are 
likely to arise under certain physical conditions, 
it is wisest to use the best possible equipment for 
the best possible results, 

External heat methods in common use are hot 
baths, atomized hot water, heated air, radiant 
energy cabinets, electricaliy heated humidified hot 
air cabinets and electric blankets. In many of 
these, unfavorable physical or psychic reactions 
may be present. Sometimes burns may result be- 
cause of improper condensation of heat. Proper 
contro] and maintenance of heat may be difficult. 
Some may require too long a period for induction. 
Patients may become fatigued or exhausted. De- 
lerium may result, or, as in the use of the infra-red 
light cabinet, application of external heat to the 
surface of the body has a marked tendency to up- 
set the heat regulating mechanism, thus causing 
heat stroke and possibly death. In the use of 
external heat for the production of artificial fever, 
regardless of the device or apparatus employed, 
there is a reversal of the normal physiologic heat 
gradient. 

Of course, in most of these, there are desirable 
features or their use would have been discontinued. 
Balneotherapy has almost passed into disuse. All 
physical devices which employ external heat are 
necessarily of similar construction, 

Internal or penetrative heat methods are dia- 
thermy, radiothermy and electromagnetic induc- 
tion. Diathermy as merely an artificial fever agent 
may soon be discontinued, as it is being superseded 
by electromagnetic induction. 

Since the radiotherm was first introduced on the 
market, many machines applying the principles of 
inductive heat have appeared. No perfect arti- 
ficial fever cabinet has ever been devised, but 
many of the objectionable features of external 
heat have been eliminated through the employment 
of the electromagnetic field in combination with 
the humidified air cabinet. In these cabinets the 
patient is surrounded by an atmosphere of condi- 
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tioned air which is just comfortably warm and 
used for insulating purposes and not for produc- 
tion of artificial fever. 

The author’s experience—that there should be no 
heat strokes or delerium when penetrating heat is 
used—should be the experience of every physician 
or technician. Internal heat encounters no re- 
versals in nature’s physiologic laws. Its simplicity 
of principle, its ease and safety of operation, and 
the maximum degree of comfort which it affords 
the patient makes this method the most efficient 
and most desired one now in use for the produc- 
tion of artificial fever. 

Most of the chemical changes in the human 
body are transitory, but the physician must know 
how to combat each one and control seemingly un- 
favorable situations. The technic requires a 
skilled administrator, the primary essential to the 
safety of the patient. 

The evolution of hyperpyrexia was the develop- 
ment of a well thought out plan in which the au- 
thor played no small part. He reasoned that, if 
such agencies as vaccines and malarial injections 
could produce fever with favorable results, then 
fever was the beneficent explanation for their suc- 
cess in the treatment of general paresis. Nine of 
the fifteen chapters in the book are required to 
enumerate and describe the many diseases that are 
amenable to treatment by hyperpyrexia. The treat- 
ment of general paresis, syphilis of the central 
nervous system, and chorea minor is phenomenal. 
Hyperpyrexia is the treatment of choice for 
gonorrheal arthritis. It is also a specific for all 
forms of gonorrhea. This is because the lethal 
rate of the causative organism is known and the 
human body is able to endure the induction of heat 
sufficient for its destruction. While Dr. Neymann’s 
treatise is concerned with the treatment of dis- 
ease by hyperpyrexia, he also advocates the use 
of chemotherapy when medical treatment must 
necessarily accompany pyretotherapy. This, how- 
ever, is only an experimental procedure at present. 

It is impossible in this book review to describe 
treatment for the diseases which yield, in greater 
or less degree to pyretotherapy. The author de- 
votes a portion of a chapter to forty-seven diseases 
which contraindicate its use. These include bron- 
chial conditions, tuberculosis, poliomyelitis, schizo- 
phrenia, and bacterial endocarditis, which illustrate 
the limitations of the field. 

Dr. Neymann concludes his book with a warning 
to evaluate all reports with the proper amount of 
critical judgment and reserve. While he foresees 
a great future for hyperpyrexia in the therapeutic 
field, he prefers that its possibilities be underesti- 
mated rather than overestimated. Pyretotherapy 
is a legitimate modality in some diseases, but its 
reputation must be honestly earned and not smack 
of quackery. 
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The book is well written. It summarizes the 
present literature on this subject. The outline 
method followed in many of the chapters, as well 
as illustrative charts, graphs, and photographs make 
the work valuable not only at the present time but 
for generations to come. 


Upton Gres, M. D. 


An Introduction to Dermatology: By Richard L. 
Sutton, M. D., Se. D., LL. D., F. R. S., and 
Richard L. Sutton, Jr.. A. M., M. D., L. R. 
Cc. P. St. Louis, C. V. Mosby Co., 1937. Pp. 666. 
Price $5.00. 

The writing team of Sutton and Sutton has pro- 
duced another excellent volume in their “Introduc- 
tion to Dermatology.” The book is in reality an 
abridgement of their more comprehensive text on 
the same subject, “Diseases of the Skin,” which 
has already gone through nine editions. 

The “Introduction to Dermatology” represents 
much more of dermatology than its title implies. 
Many of the rarer dermatoses are briefly, but 
adequately, described, and recent advances in der- 
matology are well covered. 

The Suttons’ book can well be utilized by every 
general practitioner and dermatologist. 

M. MALLowiTz, M. D. 


Methods of Treatment: By Logan Clendening, M. 
D. St. Louis, C. V. Mosby Co., 1937. Pp. 879. 
Price $10.00. 

The original design and aim of the book have 
been maintained. Revision has consisted in the 
main in the amplification of methods that are 
proving more valuable and of the admission of new 
treatments, like protamine zinc insulin that has 
become an invaluable aid in the therapy of disease. 

To those not familiar with the book it may be 
briefly described as follows. It consists of two 
major portions: Part I deals with the methods of 
treatment employed in medicine and quite thor- 
oughly runs the gamut of all types of therapy as 
exercise, dietetics, drugs and endocrines. Part II 
concerns itself with the therapeutic procedures 
employed in the various diseases with the advan- 
tages, disadvantages and shortcomings of each pro- 
cedure listed. There are many illustrations which 
are satisfactory. The fact that a sixth edition has 
been brought out is sufficient proof that it is well 
thought of and fills a distinct need. 

I, L. Roppins, M. D. 





Practical Methods in Biochemistry: By Frederick 
C. Koch. Baltimore, William Wood & Co., 1937. 

Pp. 302. Price $2.25. 
This splendid laboratory manual for physiological 
chemistry is welcome in its second edition. Ex- 
cellent in the first edition, this manual now in- 
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cludes more detailed instructions on the determi- 
nation of the urea clearance as a measure of renal 
function. 

There are some omissions of classical methods; 
and this is done in the interest of the inexperienced 
student to avoid a bewildering choice of methods. 
Additional emphasis on the author’s modifications 
of standard methods is understandable, but must 
limit the usefulness of the book for more mature 
workers. 

It is a very good laboratory manual. 


SipneEY Butss, Ph. D. 


Synopsis of Genitourinary Diseases: By Austin I. 
Dodson, M. D., F. A. C. S. 2nd ed. St. Louis, 
C. V. Mosby Co., 1937 Pp. 294. Price $3.00. 

“Synopsis of Genitourinary Diseases” is an ex- 
cellent compend of genitourinary diseases and a 
handy reference to the physician in practice. In 
addition, it ‘serves as a background for anyone in- 
terested in urology. The style and arrangement are 
easy to comprehend. 

The second edition contains some changes and 
additions in the discussion and treatment of genito- 
urinary diseases, e.g. diets in the treatment of uri- 
nary infections and the control of calculus forma- 
tion, discussion of neurogenic and functional dis- 
turbances of the bladder and functional disturb- 
ances of the male sexual system. 


JOHN G. MENVILLE, M. D. 


The Treatment of Some Chronic and Incurable 
Diseases: By A. T. Todd. Baltimore, William 
Wood, 1937. Pp. 203. Price $3.00. 

The author’s professed purpose is to show the 
causative role played by “chronic nasal sepsis” in 
the production of asthma, bronchitis, “false 
phthisis,” emphysema, acute and chronic rheuma- 
tism, chorea, epilepsy, nephritis and duodenitis, 
and in turn, the etiologic significance of duodeni- 
tis in hepatic disease, cholecystitis and visceropto- 
sis. The first chapter, on diabetes mellitus, dis- 
misses as fallacious the currently accepted views 
of carbohydrate metabolism, maintains the likeli- 
hood that insulin perpetuates the diabetic state, 
and by specious logic supports the management 
of diabetes with synthalin, even when coma is im- 
minent. The following chapters are equally unac- 
ceptable, for example, that on false heart disease 
discusses myocardial degeneration, angina pectoris, 
and coronary thrombosis! The appendix describes 
some favorite laboratory procedures, a few rather 
complicated prescriptions, a weight, height and 
basal metabolism table, and, for some reason, a 
collection of dessert recipes. The last of the re- 
cipes entitled “to make a cake without fresh milk 
or eggs,” mfght have been most useful to patients 
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far removed from these commodities, were it not 
for the fact that fresh butter is required. 
GeEorGE M. DECHERD, Jr., M. D. 

The Pneumonokonioses (Silicosis). Book III: 
Internation] Abstracts, Extracts and Reviews 
of the Pneumonokonioses and their Associated 
Diseases and Subjects: By George G. Davis, 
M. D., Ella M. Salmonsen and Joseph L. Early- 
wine. Chicago, Chicago Medical Press, 1937. 
Pp. 1033. 

This book is in fact Vol. III of a series of pub- 
lications concerning the pneumonokonioses, com- 
piled by the same authors. The purpose of these 
works is expressed in the preface of Book I, i.e., 
“a reference book, designed for the permanent con- 
venience of physicians, surgeons, lawyers, indus- 
trial executives, librarians, journalists, engineers, 
trade-association officials, students, and research 
workers.” The references in Book I begin with 
Agricola’s “De re metallica” in 1556, and Book III 
includes abstracts of articles published during 1936. 
Book III consists of Part I which includes abstracts 
of articles published during 1935-1936, and Part II 
which presents the occupational disease laws per- 
taining to the pneumonokonioses now in force in 
the United States and in several foreign countries. 
The abstracts of articles in foreign languages have 
been translated and are printed in English. 


AMBROSE H. Storck, M. D. 


The Management of the Pneumonias: By Jesse 
G. M. Bullowa, B. A., M. D. New York, Oxford 
University Press, 1937. Pp. 508. $8.50. 

This book contains much valuable information 
on the pneumonias, found particularly in the pre- 
sentation and correlation of procedures based upon 
the author’s actual experience in the treatment of 
large numbers of patients with pneumonia. The 
author’s own statistics clearly outline the value of 
many procedures, such as the administration of 
serum, and give the reader not merely a general 
statement of what is best and what is not best to 
do, but develop for him a background of experience, 
which acts better to orient him in his own work. 
In this manner, the author is able to present to 
the reader not merely the time honored therapeutic 
procedures compiled from many sources but an 
evaluation of measures he has found in actual ex- 
perience to be valuable and necessary. 

The pneumonias are considered systematically, 
first as to classification and course, and then as 
to clinical and laboratory diagnostic measures. 
Treatment is divided into a discussion of general 
measures, oxygen therapy and serum administra- 
tion. One finds here much detail, particularly in 
the use of oxygen and serum. No fact is too small 
to escape a clear elucidation of its proper adminis- 
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tration. Herein lies another important aspect of 
the book. Bullowa could easily state the indica- 
tions, for example, for oxygen therapy, and assume 
that the reader understands the mechanics of its 
administration. Instead, evaluation of catheters, 
masks, and tents is given; details of the manipu- 
lation of the gauges, effects of environmental tem- 
perature, rate of air movement, estimation of oxy- 
gen percentage in the inspired mixture, specifica- 
tions for tents, and other similar important de- 
tails, too often neglected by the physician and left 
to inadequately trained nurses, are brought out. 
Similarly, under serum therapy, definite and spe- 
cific directions and data are given. After perusing 
Bullowa’s book, the reader should know when to 
start and when to stop serum therapy, how and 
why. 

To be sure, one can find statements which are 
erroneous, such as the remarks on sweating on 
page 54, but this reviewer sees no reason to mag- 
nify such relatively unimportant aspects of the 
book. 

The book is an important source of information 
on the pneumonias for the internist as well as the 
general practitioner and student. 


W. A. SopeMAN, M. D. 


Demonstrations of Physical Signs in Clinical Sur- 
gery: By Hamilton Bailey, F. R. C. S. (Eng.). 
Baltimore, William Wood and Company, 1937. 
Pp. 284. Price $6.50. 

This book is the latest revised edition of the au- 
thor’s previous texts bearing the same title. After 
the fashion of some of the other better English 
medical writers, Bailey presents a limited theme 
succinctly yet with sufficient completeness and 
with enough infusion of his personal observations 
to make the book both valuable and readable. 

The text is well correlated with appropriate pic- 
tures which demonstrate the methods of eliciting 
the important physical signs associated with sur- 
gical lesions involving the various parts of the 
body. 

The many editions of this work attest its merit 
both as a guide for students and as a useful com- 
pendium for practitioners. 

AMBROSE H. Storck, M. D. 


Medicine for Nurses: By W. Gordon Sears, M. D. 


(Lond.), M. R. C. P. (Lond.). 2nd. ed. Balti- 
more, William Wood & Co., 1937. Pp. 435. 


Price $3.25. 

The second edition of this medical text for nurses 
is compact, clearly written in an interesting style, 
and contains information which is more than ade- 
quate for the nurse’s needs. It is modern in every 
respect, describing the newest in medical equip- 
ment and therapeutic procedures. Excellent chap- 
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ters on poisoning, materia medica, and the causes 
of sudden death have been added to the second 
edition. Throughout the book special emphasis is 
placed upon those medical conditions for which 
good nursing care is most valuable. One of the 
highlights of the book is the passage devoted to 
examination of the pulse. The physiologic ex- 
planation for many of the conditions described 
makes the volume most acceptable for teaching 
purposes. Despite the scanty presentation of ve- 
nereal diseases 
consider this 


and the deficiency diseases, we 
book a suitable medical text for 
nurses. 

Morris SHUSHAN, M. D., 


AND RutHu M. SuHusHAn, M. D. 


Milestones in Medicine: By 
Miller, M. D. 
1938. Pp. 276. 

“Milestones in 


James Alexander 
New York, Appleton-Century, 
Price $2.00. 

Medicine” is a very interesting 

volume, perhaps a little detailed in parts, but giv- 

ing sketches in the history of psychiatry, endocrin- 
ology, leprosy and general medicine. To the re- 
viewer, Dr. Vogel’s chapter, “Medicine at Sea in 
the Days of Sail” and Dr. Wayson’s chapter on 
the “History of Leprosy” are the most fascinating. 

When one reads of the type of medicine practiced 

and the hardships our forefathers in medicine en- 

countered, we realize how smooth our medical 
lives are. 
SuZANNE SCHAEFER, M. D. 

Obstetrics for Nurses: By Joseph B. DeLee, A. 

M., M. D., and Mable C. Carmon, R. N. 11th 
ed. Philadelphia, W. B. Saunders, 1937. Pp. 
659. Price $3.00. 

The fact that the present edition of this work is 
the eleventh is the best testimony as to its popu- 
larity in its special field. 

The senior author is of course known through- 
out the world, and he has brought this work thor- 
oughly up to date from the point of view of scien- 
tific obstetrics. The junior author is the chief su- 
pervisor of the birth rooms of the Chicago Lying-In 
Hospital, and contributes a great deal in the way 
of details of technic. The needs of the nurse are 
always considered, so that the book is not too 
elaborate or too technical; at the same time, noth- 
ing that she should know is omitted. At all times, 
emphasis is laid on the great benefits occurring 
from good obstetrical practice, such as the reduc- 
tion of mortality and morbidity, and the important 
role played by the nurse is stressed. The dignity 
and importance of the practice of obstetrics is em- 
phasized throughout. 

This book can be unqualifiedly recommended as 
a text book for nurses’ training schools, as well as 
one well worth including in every nurse’s library. 
E. L. Kine, M. D. 


Book Reviews 


Theoretical Principles of Roentgen Therapy: 
Edited by Ernest A. Pohle, M. D., Ph. D., F. 
A. C. R., with a Foreword by W. Edward 
Chamberlain, B. S., M. D., F. A. C. R. Phila- 
delphia, Lea & Febiger, 1938. Pp. 271. Price 
$4.50. 

This volume by three radiologists and two phy- 
sicists deals exclusively with the theoretical prin- 
ciples of roentgen therapy. It has been written 
for the radiologist, who must understand the theo- 
retical principles underlying roentgen therapy and 
the research worker, who is not interested in the 
clinical application of the roentgen rays. 


The first chapter is devoted to the physics of the 
roentgen rays and includes a discussion of those 
fundamental facts of physics so necessary to work- 
ers with roentgen rays. Roentgen therapy appara- 
tus of various types is considered in Chapter II. 
Some space is devoted to a discussion of apparatus 
employed for supervoltage roentgen therapy. 

The discussions of dosimetry, radiobiology and 
radiopathology are thorough, practical and com- 
plete and should be studied carefully by every 
roentgen therapist. Many excellent reproductions 
of photomicrographs showing the reactions of nor- 
mal and diseased tissues to the roentgen rays are 
included. The “Safety Rules” adopted by the In- 
ternational Committee are incorporated in the last 
chapter. 


This work very well serves the purposes for 
which it was prepared. The bibliography is fairly 
complete and the illustrations are excellent. 


J. N. ANE, M. D. 
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Lea & Febiger, Philadelphia: A Textbook of 
Pathology, edited by E. T. Bell, M. D. 

J. B. Lippincott Company, Philadelphia: The 
New International Clinics, Vol. I, New Series One, 
edited by George Morris Piersol, M. D. 

C. V. Mosby Company, St. Louis: Hemorrhoids 
by Marion C. Pruitt, M. D., L. R. C. P., S. (Ed.), 
F. R. C. S. (Ed.), F. A. C. S. The Heart in Preg- 
nancy by Julius Jensen, Ph.D. (In Medicine) Uni- 
versity of Minnesota, M. R. C. S. (England), L. R. 
C. P. (London). Symptoms of Visceral Disease by 
Francis Marion Pottenger, A. M., M. D., LL.D., 
FP. A. C. P. 

W. B. Saunders Company, Philadelphia: The 
Practice of Urology by Leon Herman, B. S., M. D. 

The Williams & Wilkins Company, Baltimore: 
Textbook of Clinical Pathology edited by Roy R. 
Kracke, B. S., M. D. Essentials of Psychiatry by 
George W. Henry, M. D. Civilization and Disease 
by C. P. Donnison, M. D. (Lond.), M. R C. P. 
‘Lond.). 





